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This  study  identified  specific  physician  behaviors  and  other  variables  that  primary 
care  patients  from  diverse  cultural  and  racial  backgrounds  perceive  as  important  in  the 
demonstration  and  development  of  trust,  comfort,  and  cultural  sensitivity  in  physician- 
patient  relationships.  One  hundred  thirty-four  primary-care  patients  from  three  different 
ethnic/cultural  groups  (African  American,  Caucasian  American,  Hispanic  American) 

Patients  also  completed  a short  survey  instrument  designed  to  measure  patients'  perceived 
trust  in  and  comfort  with  their  physician,  the  physician’s  cultural  sensitivity,  and  patients' 

subjected  to  constant  comparative  analysis,  a component  of  grounded  theory  analysis. 


Results  revealed  numerous  variables  which  patients  perceive  as  necessary  and 
beneficial  for  the  development  of  a positive  physician-patient  relationship  Findings  were 
highly  similar  across  cultural  groups,  although  some  findings  were  more  pronounced  for 
one  cultural  group  than  for  others.  Results  of  the  quantitative  survey  revealed  significant 
correlations  between  patients'  reported  satisfaction  with  their  health  care  received  and 
trust,  comfort,  and  cultural  sensitivity  in  the  physician-patient  relationship 

These  findings  are  important  as  they  can  be  incorporated  into  physician  training 
programs,  resulting  in  greater  physician  effectiveness  with  patients  from  diverse  cultural 
backgrounds.  The  implications  of  the  finding  for  (a)  physician  training,  (b)  psychologists 
in  health  care  settings,  and  (c)  future  research  arc  discussed.  Follow-up  research  is 
necessary  to  establish  the  reliability  and  generalizability  of  the  findings.  Future  research  is 
also  needed  to  clarify  the  nature  of  relationships  among  variables  (such  as  between  trust 
and  cultural  sensitivity)  as  well  as  to  identify  the  impact  of  these  variables  on  important 
outcomes  such  as  treatment  adherence  and  patient  satisfaction. 


CHAPTER  I 
INTRODUCTION 

In  ihe  past  thirty  years,  the  United  States  has  increasingly  become  a nation  of 

suggests  that  this  population  expansion  of  minority  groups  has  remained  and  will  remain 

U.S.  Hispanic  population  rose  by  52%  from  1980  to  1990  and  was  expected  to  grow  in  a 
similar  fashion  during  the  1990s  Estimates  for  the  year  2000  predict  a 22%  increase  in 

Ethnic  minorities  now  comprise  approximately  25%  of  the  United  States  population  and 
by  the  end  of  the  year  2000,  one-third  of  the  population  will  be  ethnic  minorities 
(Campinha-Bacote,  Yahle,  & Langenkamp,  1996).  Members  of  minority  groups  already 

trends  continue,  ‘Whites'  will  be  a minority  group  themselves  by  the  year  2056  (May, 


• (Burk  et  «L,  1995). 


health  than  majority  individuals  (Pierce,  1997), 

If  these  current  inequities  are  to  be  removed  and  in  order  to  prevent  further 
disparities  as  these  culturally  and  racially  diverse  segments  of  the  American  population 


acceptable,  and  affordable  health  care;  lack  of  financial  resources;  lack  of  education;  and 


other  concomitants  of  poverty  that  continue  to  plague  these  populations  (Straub,  1994). 
In  1985,  the  Secretary’s  Task  Force  on  Black  and  Minority  Health,  a division  created 
within  the  US.  Department  of  Health  and  Human  Services  (see  Savage,  1986;  May, 


: Blacks  received  I 


1,  1994).  Blacks  also  received  fewer 


cathederizations  after  acute  myocardial  infarction  than  did  Whites  {Peterson,  Wright, 
Daley,  & Thibault,  1994). 

Numerous  studies  also  indicate  that  non-majority  patients  not  only  have  less  access 
to  health  care,  they  also  report  higher  levels  of  dissatisfaction  with  the  health  care  that 
they  do  receive  (Saha,  Komaromy,  Koepsell,  & Bindman,  1 999;  Landrine  & Klonoff, 
1994;  Litt  & Cuskey,  1984).  Patient  satisfaction  is  important  as  research  suggests  that 
less  patient  satisfaction  often  results  in  less  treatment  adherence  and,  therefore,  poorer 
treatment  outcomes.  For  example,  a recent  study  which  utilized  a sample  of  low  SES 
African  American  patients  with  hypertension  and  renal  insufficiency,  found  that 
dissatisfaction  with  health  care  was  significantly  associated  with  decreased  medication 
adherence,  increased  symptoms  related  to  anti-hypertensive  dmg  therapy,  higher  diastolic 
blood  pressure,  and  more  proteinuria  (Harris,  Luff,  Rudy,  & Tierney,  1995).  Of  particular 
importance  to  the  present  investigation,  Harris  ct  al.  found  that  decreased  satisfaction  with 
the  'interpersonal  manner'  of  physicians  also  correlated  significantly  with  higher  levels  of 
medication  nonadhcrcncc  and  higher  diastolic  blood  pressure.  Hence,  research  evidence 
strongly  supports  the  conclusion  that  minority  individuals  have  less  access  to  health  care 
and  when  they  do  receive  care,  it  is  often  of  lower  quality-resulting  in  poor  levels  of 
patient  satisfaction,  treatment  adherence,  and  treatment  outcome. 

In  addition  to  larger  systemic  problems  such  as  lack  of  access  to  health  care,  lack 
of  financial  resources,  and  low  patient  satisfaction  with  health  care,  numerous 
investigators  have  cited  lack  of  cultural  appropriateness  and  cultural  sensitivity  as  reasons 


for  Ihc  disparities  in  health  status  between  minority  group  members  and  the  general 
population.  For  example,  Pierce  (1997)  believes  that  much  of  the  difference  in  cancer 
rates  and  cancer  treatment  outcomes  between  African  Americans  and  Caucasian 
Americans  can  be  traced  to  African  Americans':  1)  lack  of  awareness  of  health-promoting 
strategies,  2)  delay  in  seeking  medical  advice,  3)  lower  quality  of  cancer  care,  4)  reception 
of  culturally  irrelevant  information,  and  5)  strong  fatalistic  ideas  about  cancer.  Thus,  this 
author  believes  that  a combination  of  both  systemic  variables  (poor  quality  of  care,  lack  of 


information  about  health-promoting  behaviors)  and  culturally  inappropriate  strategics 
(lack  of  understanding  of  belief  systems,  culturally  inappropriate  information)  are  in  part 
responsible  for  the  aforementioned  disparities  in  cancer  rates  and  accompanying  health 
status  between  African  Americans  and  Caucasian  Americans  Pierce  (1997)  continues  by 
stating  that  interventions  designed  to  solve  these  problems  must  fit  the  lifestyle,  cultural 
values,  and  culturally  relevant  perspectives  and  sociopolitical  realities  of  African  American 
patients. 

Other  authors  have  claimed  that  there  has  been  a general  lack  of  information  and 
concern  about  minorities',  and  in  particular  Afiican  Americans',  health  concerns.  Davis  et 
al.  (1995)  and  Levy  (1985)  believe  that  culturally  insensitive  or  racist  practices  of  the  past 
such  as  the  Tuskegee  experiments  have  resulted  in  a general  and  profound  mistrust  of 
African  Americans  for  the  White  medical  establishment.  Davis  et  al.  (1995)  state  that 
misunderstanding  of  African  Americans'  health  beliefs  and  cultural  practices  has  led  to  a 
lack  of  communication  between  African  Americans  and  health  care  professionals.  Both 


Levy  (1985)  and  Davis  et  al.  (1995)  suggest  that  lack  of  trust  and  communication 


Inis*,  comfort,  and  cultural  sensitivity  in  provider-patient  relationships.  Indeed,  recent 
research  (Lum  & Korenman,  1994)  shows  that  only  13  of  126  medical  schools  in  the  U.S. 
offered  an  independent  cultural-sensitivity  course,  although  33  stated  that  they  intended  to 
add  such  a course.  Only  one  of  these  schools  had  a cultural-sensitivity  course  required  for 
students.  Recent  graduates  of  the  126  medical  schools  surveyed  in  the  Lum  and 
Korenman  (1994)  study  were  rated  as  ‘somewhat  prepared'  to  offer  culturally  sensitive 
clinical  services  by  their  respective  medical  schools.  These  research  findings  indicate  that 
there  is  room  for  substantia]  improvement  in  the  understanding  and  teaching  of  respect  for 
and  sensitivity  to  cultural  beliefs,  values,  and  behaviors  that  impact  health  care  delivery 


This  study  attempts  to  meet  the  need  of  health  care  providers  and  health  care 
training  institutions  for  more  specific,  relevant,  and  useful  information  about  culturally 
different  patients'  perceptions  of  ways  to  improve  the  provider-patient  relationship  as  well 
as  the  primary'  health  care  delivery  system  Although  substantial  differences  exist  within 
cultural  groups,  especially  among  the  diverse  backgrounds  of  those  considered  ‘Hispanic’ 
or  ‘Latino’,  it  is  nevertheless  hoped  that  culturally  specific  information  obtained  via  this 

broadly-labeled  cultural  groups.  By  providing  more  culturally  sensitive  treatment  and 
services,  it  is  likely  that  a corresponding  increase  in  the  health  status  of  minority  group 
individuals  can  be  obtained. 

Specifically,  this  study  asked  African  American  patients,  Caucasian  American 


patients,  and  Hispanic  American  patients  who  i 


North  Central  Florida  to  answer  the  questions  presented  below,  each  of  which  attempts  to 

which  could  lead  to  more  effective  provision  of  primary  health  care  services. 

( 1 ) What  makes  you  (the  patient)  trust  your  primary  doctor?  What  could  be  done 
to  make  you  trust  your  primary  doctor  more? 

(2)  What  makes  you  (the  patient)  feel  comfortable  with  your  primary  doctor? 
What  could  be  done  to  make  you  (the  patient)  feel  more  comfortable  with  your 
primary  doctor? 

(3)  What  does  your  primary  doctor  do  to  demonstrate  that  he  or  she  respects  and 
is  sensitive  to  your  unique  needs?  What  does  your  doctor  do  that  is  disrespectful? 
What  can  your  doctor  do  to  show  more  respect  and  sensitivity  to  your  unique 

!n  addition,  this  study  investigated  the  following  three  research  questions  from 


(1)  Is  there  a relationship  between  patient's  reported  satisfaction  with  their  health 
care  and  each  of  the  following  variables;  a)  trust  in  their  physician  b)  comfort  with 
their  physician  and  c)  perceived  cultural  sensitivity  of  their  physician. 

(2)  Are  there  differences  in  patients'  reported  satisfaction  with  their  health  care, 
trust  in  their  physician,  comfort  with  their  physician,  and  perceived  cultural 
sensitivity  of  their  physician  in  association  with  gender,  cultural  group,  and  the 
interaction  of  gender  and  cultural  group? 


between  patients'  sex  and  cultural  group  and  the  sex  and  cultural  group  of  the 


patients'  physician. 


CHAPTER  n 

REVIEW  OF  THE  LITERATURE 

As  briefly  developed  in  the  introductory  chapter  of  this  paper,  the  present  study 
examines  several  cultural  and  interpersonal  variables  which  present  themselves  in  and 
possibly  complicate  the  relationships  of  primary  care  physicians  and  culturally  diverse 
patients.  Because  the  literature  devoted  to  the  specific  variables  of  focus  in  this 
investigation  (i.e.,  trust,  comfort,  and  cultural-sensitivity  in  cross-cultural  physician-patient 

the  rationale  for  the  present  study. 

The  Erst  section  of  this  chapter  demonstrates  the  need  for  culturally  sensitive  health 
care  by  summarizing  literature  concerning  (a)  the  current  population  growth  of  minority 
and  ethnically-diversc  populations,  (b)  disparities  in  health  status  and  illness  rates  between 
minority  group  members  and  majority  individuals,  and  (c)  the  current  status  of  physician 
education  in  the  areas  of  culture  and  health  care  The  second  section  of  this  chapter 
presents  several  current  definitions  of  culturally  sensitive  health  care  and  also  provides 
specific  characteristics  and  illustrative  examples  of  the  concept.  The  third  section  of  this 
chapter  explores  proposed  methods  and  educational  programs  for  developing  cultural- 

four  and  five  of  this  chapter  cover  cultural  issues  in  health  care  and  physician-patient 


presents  ? 


which  are  derailed  in  Table  2.2  (Burk  el  al.,  1995;  May,  1992;  Sanders-Phillips,  1994; 
Caudle,  1993). 

In  relation  to  health  care  system  variables,  Hettnessy  and  Friesen  (1994)  cite  data 
indicating  that  Mexican  Americans,  the  largest  subgroup  of  Hispanic  Americans,  receive 
the  lowest  levels  of  health  services  of  any  ethnic  group  in  the  United  Slates  and  are 
reportedly  the  least  satisfied  with  the  health  care  they  do  receive  of  any  group  of 
Americans.  Some  of  these  disparities  are  summ 


narized  in  Table  2.2. 


i in  Health  Status  I 


i Hispanic  Americ 


HeaUh.Statya.yanabie 

Status  of  Hispanic  Americans 

Diabetes 

Stomach  and  Cervical  Cancer 
Tuberculosis 

AIDS 

ssasirzi*"*' 

Prenatal  Care 

than  CA  (57.8%  vs.  83.3%,  respectively) 

Rates  for  HA  are  consistently  higher  than  for  CA 

In  addition  to  these  disparities.  Mokuau  and  Fong  (1994)  iiirthcr  indicate  that 


review  data  from  which  they  conclude 

that  African  Americans,  Hispanic  Americans,  Asian 

Americans,  and  Native  Americans  exp 

erience  higher  proportions  of  mortality  and 

morbidity  in  six  areas:  cancer,  chemict 

mortality,  and  homicide/suicide/uninte 

nlional  death  These  disparities  and  others  result  in 

Investigators  have  explored  ni 

imerous  plausible  causes  for  the  aforementioned 

disparities  in  health  status  between  mi 

nority  and  majority  group  members  Although  some 

I individuals  fra 


different  cultural  backgrounds  may  influence  illness  and  disease  (such  as  higher  rates  of 
sickle  cell  anemia  among  African  Americans),  many  authors  believe  that  much  of  the 
aforementioned  disparity  in  health  status  among  cultures  is  due  to  ineffective, 
inappropriate,  and  culturally  insensitive  health  care  systems  and  providers  (Burk  ct  al., 
1995; Krajewski-Jaime,  1991; Daviset al,,  1995; Pierce,  1997;Bai!ey,  1991).  Lumand 
Korenman  (1994)  believe  that  these  differences  in  care  for  racial  and  ethnic  minorities  are 
due  in  part  to  physicians'  responses  to  ethnic  minorities.  Bailey  (1991)  argues  that  there 


(1994)  concur  with  this  conclusion  by  stating  that  health  services  have  not  been 

believes  that  such  disparities  are  most  likely  due  to  socio-psychological  variables  such  as 
less  health  awareness  and  knowledge  among  minority  individuals,  lower  quality  of  health 
care,  lack  of  insurance  and  financial  stability,  strong  belief  systems,  and  culturally 
inappropriate  information  and  illness  prevention  materials. 

Other  authors  (Davis  et  al.,  1995)  agree  with  Pierce,  stating  that  a lack  of 


Fifty-nine  percent  of  the  schools  stated  that  they  included  some  cultural  training  in  the  first 
year  medical  student  curriculum.  In  rating  recent  graduates  of  their  programs,  the  medical 
schools  in  this  study  rated  their  students  as  ‘somewhat  prepared'  on  average  to  offer 
culturally  sensitive  health  care  services.  The  schools  also  acknowledged  that  there  was 
‘some  need'  for  faculty  training  in  cultural  sensitivity.  Nora  et  al.  (1994)  supplement  the 
findings  of  the  Lum  and  Korenman  ( 1 994)  study.  They  report  that  very  few  programs 
exist  to  help  medical  professionals  leant  more  about  minority  patients-those  which  do 


In  addition  to  a lack  of  physician  training  in  specific  cultural  issues,  Clawson  (1990) 
suggests  that  the  current  medical  education  system  focuses  intensely  on  the  highly 
specialized  biomedical  technologies  existent  today.  Therefore,  many  of  the  important. 


costly  and  deadly  illnesses  in  the  country  are  left  understudied  and  misunderstood.  The 
medical  profession  also  tends  to  select  individuals  highly  skilled  in  so-called  ‘hard 

applicants  with  interests  or  skills  in  the  social,  psychological,  and  cultural  areas  that  are 
also  necessary  for  effective  practice.  In  this  way,  the  medical  profession  essentially 
distances  itself  from  and  ignores  the  most  pressing  health  care  needs  of  the  population  as  a 
whole.  Greenlick  (199S)  agrees  with  Clawson's  proposition  and  calls  for  more  training  in 
less  ‘prestigious'  medical  settings  such  as  rural  and  community  care  clinics  and  primary 


care  settings  as  opposed  to  hospital-oriented  care.  In  all  likelihood,  this  type  of 


ion,  and  culture,  influence  physicia 


22 

interchangeably,  overlap  significantly,  and  may  indeed  be  synonymous,  both  will  be 

Although  writers  and  researchers  frequently  use  the  terms  ‘culturally  sensitive'  or 
‘culturally  competent’  in  their  calls  for  improved  health  care  services  (Clement,  1992; 
Kraut,  1990),  few  have  actually  presented  concise  and  usefirl  definitions  for  these 
concepts.  However,  several  authors  present  consistent  descriptions  and  characteristics  of 
health  care  services  which  they  believe  define  ‘culturally  sensitive'  health  care.  For 
example,  several  authors  indicate  that  services  must  be  rendered  in  language  that  is 
understandable  to  patients  (Pachter,  1994;  Thompson,  1993).  Bayer  (1994)  further  states 

patient,  but  materials  and  interventions  must  be  presented  with  sensitivity  to  stylistic  and 
special  linguistic  patterns  that  may  exist  within  a language.  Bayer  believes,  for  example, 

incorporate  and  utilize  language  patterns  which  are  common  among  this  subculture. 

Other  investigators  suggest  that  in  order  to  be  considered  culturally  sensitive. 

unique  cultural  and  religious  beliefs,  ethnic  values,  and  traditional  practices  possessed  by 
each  cultural  or  ethnic  group  (Kraut,  1 990;  Pachter,  1 994;  Gonzalez-Calvo,  Gonzalez,  & 
Long,  1997).  Health  care  professionals  must  be  sensitive  to  the  influence  of  gender, 
culture,  socioeconomic  status,  and  other  psychosocial  variables  within  various  cultures. 
Lavizzo-Mourey  and  MacKenzie  (1996)  state  that  providers  must  maintain  a sensitivity 


alternative  health  care  practices,  culturally  tied  preferences  and  expectations,  and 
difficulties  surrounding  language  and  communication. 

Perhaps  no  other  area  wherein  culture  interacts  with  the  medical  system  presents 
as  much  difficulty  for  providers  as  those  cases  in  which  patients  possess  significant, 
culturally  tied  health  beliefs  which  conflict  with  the  biomedical  mode)  of  illness  so  strongly 
espoused  by  the  medical  community.  For  example,  culturally  different  patients  may  not 
immediately  or  naturally  believe  that  their  illness  is  due  to  the  accepted  biomedical  causal 
model  accepted  by  ‘modem  science.'  Using  cancer  as  a straightforward  example  of  these 
difficulties,  Dimou's  (1995)  research  shows  that  individuals  from  different  cultural 
backgrounds  have  substantially  different  explanatory  models  for  cancer  Some  patients 
believe  in  a biomedical  ontology  of  the  illness  while  others  believe  the  disease  is  a result  of 
sin  or  supernatural  forces.  Other  cultural  groups  may  see  cancer  as  a consequence  of 
psychological  conflict  or  the  effect  of  interpersonal  interactions  involving  jealousy  or 
hatred.  The  patient's  explanatory  model  for  the  illness  then  affects  the  patient's  behavior. 
For  example,  patients  who  believe  that  God  is  in  control  of  illness  may  take  fewer  steps  to 
cure  or  prevent  the  disease  and  may  not  believe  in  the  physician’s  ability  to  cure  the 
disease.  Dimou  concludes  by  stating  that  understanding  patients'  culturally  tied, 
explanatory  models  for  cancer  is  essential  in  providing  effective  treatment  for  cancer. 
Numerous  other  examples  of  culturally  tied  beliefs  and  explanations  for  illness  involving 
sin,  supernatural  causation,  bad  karma,  ‘bad  blood' , ‘evil  eye,'  and  a host  of  other 
culturally  accepted  causal  explanatory  models  could  be  cited  (Rankin  & Kappy,  1993; 
Pachter,  1994). 


enly  staled  by  | 
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misinterpretation  of  medical  information,  patient  nonadherence  to  treatment,  and  the 
seeking  of  other  sources  of  health  care  for  treatment  Kraut  (1990)  believes  that 
physicians  who  consult  with  and  include  traditional  healers  and  herbalists  and  respect  the 
customs  or  taboos  of  their  patients  will  be  more  effective  in  gaining  the  patient's 
cooperation  with  treatment  and  hence  obtain  better  outcomes.  Physicians  who  are  most 
effective  in  working  with  culturally  different  patients  may  be  those  who  synthesize 
traditional  biomedical  medicine  and  culturally  sensitive  practices  Without  the  inclusion  of 
culturally  sensitive  practices  into  medicine.  Bates  et  al.  (1997)  predict  that  "as  long  as  the 

treatment  programs,  expensive  treatments  will  remain  primarily  ineffective’’  (p,144S). 

Culturally  tied  preferences  regarding  the  amount  of  knowledge  desired  by  patients 
of  different  cultural  groups  has  led  some  authors  to  challenge  the  traditional,  accepted 
view  of  informed  consent  in  medical  settings  (Gostin,  1995).  Some  cultures  do  not 
believe  that  patients  should  be  folly  and  truthfolly  informed  about  their  illness  as  this  may 

observance  of  informed  consent  procedures  may  conflict  with  cultural  beliefs  about  health, 
wellness,  well-being  as  well  as  family-centered  values  and  the  wishes  of  elders  or  family 
members.  Thus,  insensitivity  to  these  cultural  issues  may  result  in  patient  dissatisfaction, 
nonadherence  to  treatment,  as  well  as  departure  from  the  physician’s  practice  or  the 
medical  establishment. 

Hill,  Fortenberry,  and  Stein  (1990)  believe  that  cultural  sensitivity  is  needed  to 
understand  the  numerous  ways  in  which  culture  shapes  the  presentation,  communication. 


and  treatment  of  illness.  For  example,  culture  mediates  communication  and  thereby 
affects  the  quality  and  quantity  of  information  exchanged  between  a patient  and  a 
physician.  Some  areas  of  life  such  as  sexuality  or  other  personal  information  may  be 
viewed  as  strictly  private.  Such  information  may  not  be  willingly  or  typically  disclosed  to 

Culture  also  affects  every  aspect  of  an  individual’s  way  of  life.  Patients  internal 
and  external  environment  may  be  shaped  by  culturally  influenced  diet,  occupational 
environments,  sexual  patterns,  and  recreational  and  residential  choices.  Culture  also 
dictates  society’s  response  to  illness  and  disease  including  which  problems  are  considered 
‘illnesses’,  what  constitutes  appropriate  treatment  for  illness,  and  who  may  or  may  not 
provide  this  treatment.  These  authors  believe  that  assessing  the  influence  of  patient's 
cultural  background  on  variables  such  as  these  is  more  difficult  than  ever  and  most  current 
assessments  tend  to  be  too  limited  or  insensitive  to  be  useful.  They  advocate  that  a 
comprehensive  understanding  of  cultural  aspects  of  clinical  encounters  is  needed.  This 
understanding  must  include  the  perspectives  of  the  patient,  the  physician,  and  the  medical 

Language  is  another  important  variable  of  culture  which  frequently  causes 
difficulty  in  medical  settings  and  especially  in  patient-physician  relationships.  More  than 
31  million  Americans  do  not  speak  English.  Homberger  et  al.  (1996)  believe  that  poorly 
organized  language  medical  services  may  discourage  non-English  speaking  patients  from 
receiving  care.  Patients  often  cite  lack  of  translation  services  and  difficulty  communicating 
with  physicians  as  reasons  for  not  seeking  care  or  as  factors  which  have  produced  less 


optimal  satisfaction  with  health  i 


tidings  of  Homb 


(1996)  demonstrate  that  non-English  speaking  patients  have  fewer  visits  to  primary  care 
physicians  and  lower  rates  of  preventative  health  care  seeking,  as  compared  to  English 
speaking  patients.  Furthermore,  these  investigators  found  that  among  children  of  Mexican 
descent,  those  who  spoke  English  were  12  times  more  likely  than  those  who  did  not  to  see 

and  ethnically-diverse  patients,  Without  fluency  in  the  language  of  the  patient  or 


In  summary,  numerous  incidents  occur  each  day  which  bring  cultural  variables  to 
the  forefront  in  the  interaction  of  cthnically-different  patients  and  the  health  care  system. 

beliefs,  language  barriers,  differences  in  communication  patterns,  and  culturally  tied  beliefs 
and  explanatory  models  of  illness.  These  difficulties,  conflicts,  and  weaknesses  within  the 


culturally  sensitive  health  care. 


ulturally  r 
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The  following  examples  present  some  methods  that  authors  have  suggested  for  developing 
cultural  sensitivity. 

Rothschild  ( 1 998),  in  an  excellent  and  perhaps  the  most  comprehensive  discussion 
of  cross-cultural  issues  in  primary  care  medicine,  gives  the  following  suggestions  for 
developing  cultural  sensitivity  in  medical  practice.  Initially,  physicians  need  to  recognize 
diversity  within  their  own  practice.  They  need  to  understand  their  own  culture  and  health 
beliefs  and  leant  about  the  history,  culture,  folk  beliefs,  and  alternative  health  care 
practices  of  individuals  residing  in  their  communities.  Physicians  should  seek  information 
about  differences  in  communication  styles  among  cultures,  paying  close  attention  to  issues 
of  physical  touch  and  personal  space.  Physicians  need  to  take  the  time  to  explore  and  seek 
out  patients'  explanatory  models  for  their  illness  or  disease  and  demonstrate  a genuine 
interest  in  the  patient's  beliefs  and  point  of  view. 

Rothschild  (1998)  also  gives  several  broad  recommendations  for  developing 
cultural  sensitivity.  He  recommends  looking  for  and  asking  about  culturally  tied  beliefs  or 
practices  that  may  aid  in  the  therapeutic  process.  Understanding  the  important  role  of 
extended  family  in  some  cultures  and  creating  an  environment  which  shows  respect  for 
patients  of  different  cultures  is  paramount.  Hiring  bilingual  and  multicultural  staff  may 
also  make  patients  from  various  backgrounds  feel  more  welcome  and  comfortable. 
Physicians  should  be  familiar  with  working  with  interpreters  and  should  have  materials  on 
hand  in  the  languages  familiar  to  patients  whom  they  treat.  Physicians  must  be  aware  that 

taken  to  obtain  the  patient's  true  feelings  regarding  treatment.  Finally,  the  author 


behaviors  can  then  become  an  important  contribution  to  the  physician-patient  relationship 
and  possibly  to  treatment  (Rankin  & Kappy,  1993).  The  goal  of  these  types  of  cultural 
assessments  and  interventions  is  to  identify  and  preserve  the  cultural  resources  of  the 


patient,  to  accommodate  and  negotiate  care  and  treatment  in  a culturally  sensitive  fashion, 
and  to  repattem  and  restructure  nurses'  behavior  so  that  the  nurse  is  more  sensitive  to 
cultural  issues  (Rosenbaum,  1995).  Through  workshops  and  out-rotations,  physicians  and 
nurses  have  been  able  to  develop  skills  in  performing  these  types  of  assessments,  while 
developing  skills  in  cultural  sensitivity.  Rankin  and  Kappy  (1993)  believe  that  developing 
these  types  of  skills  will  lead  to  reduced  lengths  of  patient  hospital  stays,  lower  morbidity, 
and  reduced  frequency  of  hospitalization  among  culturally  diverse  patients. 

Pachter  (1994)  echoes  and  develops  some  of  the  previously-cited  suggestions  for 
developing  cultural  sensitivity.  Pachter,  as  well  as  May  ( 1 992),  believes  that  as  the 
‘cultural  distance'  between  the  physician  and  patient  increases,  the  likelihood  of 
experiencing  communication  problems,  decreased  patient  satisfaction,  and  nonadherence 
to  treatment  regimens  correspondingly  increases.  In  order  to  overcome  this  distance, 
Pachter  encourages  physicians  to  (a)  become  aware  of  commonly  held  folk  beliefs  held  by 
patients,  (b)  assess  the  likelihood  that  a particular  patient  will  hold  the  belief,  and  (c)  arrive 
at  a way  of  successfully  negotiating  between  the  biomedical  belief  system  and  the  patient's 
belief  system.  Knowledge,  inquiry,  and  nonjudgmcntal  acceptance  of  culturally  tied  folk 
beliefs  may  enhance  the  interaction  of  the  patient  and  the  health  care  system.  He 
continues  by  stating  that  physicians  can  become  more  culturally  sensitive  by  reading  about 


consulting  with  folk  healers  and  alternative  providers,  understanding  and  exploring 
commonly-experienced  folk  illnesses,  and  by  understanding  the  acculturation  process.  He 
believes  that  implementation  of  these  ideas  will  lead  to  enhanced  communication  between 
the  physician  and  patient  thus  creating  a stronger  alliance,  greater  adherence  to  treatment 
recommendations,  more  appropriate  utilization  of  health  care  resources,  and  improved 
patient  satisfaction  with  care. 

When  dealing  with  multicultural  or  culturally  diverse  patients,  Nidorf  and  Morgan 
(1987)  state  that  physicians  must  be  capable  of  acknowledging  various  world  views, 
respecting  the  (unction  of  folk  remedies,  and  developing  sensitivity  to  different  rules  of 
patient  comportment.  Furthermore,  the  physician  must  make  every  effort  to  elicit  the 
patient's  perspective  about  the  causes  of  the  illness,  what  meaning  the  symptoms  possess, 
and  what  the  role  expectations  are  for  both  parties.  Physicians  need  to  seek  the 
explanatory  model  of  the  patient  and  incorporate  it  into  treatment  Encouraging  non- 
damaging folk  practices  may  be  vital  to  demonstrate  acceptance  of  and  sensitivity  to 
culturally  sanctioned  health  beliefs.  The  authors  believe  that  failure  to  consider  these  areas 
will  result  in  misdiagnosis,  lack  of  cooperation  from  the  patient,  noncompliance  with 
treatment,  poor  utilization  of  health  care  services,  and  a general  alienation  of  the  patient 
from  the  health  care  system. 

According  to  May  (1992),  perhaps  the  best  way  to  be  competent  and  sensitive  to 
patients'  cultural  background  is  for  the  physician  to  be  honest  about  his  or  her  own 
naivete  and  lack  of  knowledge  about  the  patient's  culture,  background,  and  values.  Thus, 
cultural  sensitivity  is  a developmental  process  for  physicians  which  begins  with  one’s  own 


seif-awareness,  acknowledgment  of  a lack  of  knowledge,  and  seeking  of  more  information 
and  understanding  of  individuals  from  different  cultures.  In  addition.  May,  as  well  as 
Mokuau  and  Fong  ( 1 994)  stale  that  in  order  to  be  culturally  sensitive,  health  care  services 
must  be  available,  affordable,  accessible,  appropriate,  and  acceptable  to  those  served. 

Koening  and  Gates- Williams  (1995)  give  the  following  guidelines  for  evaluating 

language  used  by  the  patient,  (b)  determine  whether  decisions  are  made  by  the  family  or 
larger  social  unit,  (c)  determine  who  controls  access  to  the  body  after  death,  (d)  determine 
how  hope  and  recovery  is  negotiated  within  the  family,  (e)  assess  the  degree  of  the 
patient’s  fatalism  versus  active  desire,  (0  consider  issues  of  gender,  age,  and  power,  (g) 
take  into  account  the  political  context  and  possible  discrimination  and  their  effects,  and  (h) 
make  use  of  available  community  and  cultural  resources. 

Grossman  (1994)  suggests  the  following  steps  for  becoming  culturally  sensitive  in 
nursing  practice,  much  of  which  seems  to  apply  to  physicians  as  well.  First,  keep  an  open 
mind  and  read  about  different  cultures.  Second,  respect  differences  among  peoples  and  be 
willing  to  learn.  Third,  leant  to  communicate  effectively  with  people  from  various 
backgrounds.  Fourth,  do  not  judge  others-accept  differences.  Finally,  be  resourceful  and 
creative.  In  addition  to  these  recommendations,  Bloomfield  (1995)  believes  that  the 
LEARN  model  can  be  effectively  applied  to  the  development  of  cultural  sensitivity.  This 
model  includes  Listening  to  the  patient,  Explaining  treatment,  Acknowledging  alternative 
treatments,  and  Recommending  and  Negotiating  a final  treatment. 


Other  authors  have  focused  on  the  physical  environment  of  the  health  care  setting. 
Kune-Karrer  and  Taylor  (1995)  advocate  for  removal  of  artwork  and  paintings,  etc.  in 
hospitals  and  clinics  that  may  be  culturally  insensitive.  Increasing  the  number  of  photos, 
posters,  paintings,  and  other  works  of  an  both  of  and  by  individuals  of  cultural  minority 
groups  increases  the  cultural  sensitivity  of  the  facility  and  hence  the  care  provided. 
Thompson  (1993)  also  cautions  health  care  providers  and  clinics  to  be  aware  of  the 
various  meanings  that  colors  may  have  within  certain  cultural  groups.  Mokuau  and  Fong 
(1994)  believe  that  institutions  can  become  more  culturally  sensitive  in  the  health  care  they 
provide  by  adding  posters,  pictures,  positive  statements,  and  background  music  related  to 
the  various  cultures  the  institutions  serves. 

In  conclusion,  many  authors,  researchers,  and  physicians  believe  that  the  cultural 
plurality  of  the  United  States  mandates  culturally  sensitive  health  care  and  health 
promotion.  Many  investigators  believe  and  cite  data  indicating  that  health  care  services 
and  providers  which  do  not  meet  this  standard  have  been  and  will  continue  to  be 
ineffective  (Pachter,  1994). 


Culturally  Sensitive  Health  Care:  Issues  for  African  Americans 
This  section  will  relate  the  concept  of  culturally  sensitive  health  care  to  the  specific 
cultural  characteristics  and  needs  of  African  Americans.  Before  continuing,  the  reader 
must  recognize  that  substantial  differences  exist  within  cultures  and  thus,  some  of  the 
following  may  not  apply  to  all  African  American  individuals.  This  feet  in  itself  represents 
a significant  difficulty  for  those  health  care  providers  attempting  to  become  culturally 
sensitive.  Broad  generalizations  cannot  be  made  about  individual  group  members  due  to 


disproportionate  burden  of  death  and  disability  in  this  country  (Burrus,  Liburd,  & 
Burroughs.  1998)  Bailey  (1991)  believes  that  in  order  for  this  burden  to  be  lightened, 

socioeconomic  factors  that  affect  health  care  status  among  African  Americans.  Part  of 


The  following  examples  demonstrate  some  of  the  ‘sociocultural  issues'  which 
African  Americans  face.  Chin  et  al  (1998),  in  a study  examining  diabetes,  found  that 
African  Americans  had  poor  access  to  preventative  care,  were  less  likely  to  have  received 
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(through  surgery)  or  'cutting  a cancer'  was  to  be  avoided  because  it  would  cause  the 
tumor  to  spread  In  addition  to  these  beliefs,  Robinson  ct  al.  (1995)  also  found  that  within 
the  African  American  community,  a diagnosis  of  cancer  may  stigmatize  the  patient  and 
hence  individuals  may  avoid  cancer  screening  and  preventative  care.  Almost  fifty  percent 
of  individuals  in  this  study  also  viewed  cancer  treatment  as  worse  than  the  disease  itself. 
Bumis  et  al.  (1998)  also  found  similar  concerns  about  stigmatization  within  the 
community  regarding  a diagnosis  of  diabetes 

Additional  researchers  indicate  that  African  Americans  may  hold  supernatural  or 
religious  explanations  for  illness,  Cooley  and  Jennings-Dozier  (1998)  report  that  some 
African  Americans  may  view  illness  as  an  indication  that  one's  life  is  not  in  harmony  with 
God,  or  represents  an  imbalance  in  the  person’s  life.  Pierce  (1997)  states  that  some 
African  American  patients  view  illness  as  a sign  of 'God's  will'  indicating  a dear  message 
that  the  patient  needs  to  change  his  or  her  lifestyle.  Furthermore,  he  claims  that  some 
patients  will  delay  seeking  care  because  they  believe  that  God  will  heal  them  first.  These 
patients  believe  that  God  is  in  control  and  may  not  see  any  value  in  accepting  treatment  or 
following  medication  regimens.  Carter  (1995)  believes  that  some  subpopulations  of 
African  Americans  may  believe  in  a fotm  of 'spiritual  heart  trouble’  wherein  Satan  or  a 
devil  enters  the  body.  He  claims  that  it  is  common  among  African  Americans  to  believe 
that  illness  is  the  result  of  evil  practices  or  spirits  and  to  believe  that  their  lives  are 
controlled  by  magical  practices.  Robinson  et  al.  (1995)  state  that  some  African  Americans 
believe  illness  to  be  a punishment  from  God  or  the  result  of  witchcraft  or  evil.  Lannin  et 
al.  (1998)  found  that  African  American  women  who  possessed  fundamentalist  religious 


beliefs  or  believed  that  someone  can  give  you  a cancer  by  a root  or  a spell  were  much  less 

Several  authors  claim  that  these  culture-related  religious  and  spiritual  health  beliefs 
result  in  a type  of  fatalism  where  the  patient  accepts  God’s  will  and  docs  not  feel  the  need 
to  seek  treatment  for  or  prevent  certain  illnesses.  Cooley  and  Jcnnings-Dozier  ( 1 998) 
believe  that  many  African  Americans  have  a fatalistic  view  toward  cancer-everyone  who 
gets  cancer  dies  and  therefore  why  suffer  through  treatment  In  theory,  this  type  of 
fatalistic  view  may  prevent  some  African  Americans  from  seeking  care  or  taking 
prescribed  medications, 


In  addition  to  these  folk  beliefs,  several  authors  have  also  presented  numerous  folk 
remedies  which  they  believe  are  common  in  the  African  American  community.  Carter 
(1995)  states  that  many  patients  may  apply  vinegar  to  the  forehead  or  eat  garlic  in  order  to 
treat  hypertension.  According  to  this  author,  many  African  Americans  believe  that  there 


are  beneficial  medicinal  properties  in  a variety  of  herbs,  turpentine,  and  lotions.  Robinson 
ct  al.  (1995)  state  that  African  Americans  are  more  likely  than  other  patients  to  treat 
themselves  with  home  remedies.  Pachter  (1994)  states  that  some  African  Americans  may 
seek  treatment  from  a 'root  worker’  before  seeking  traditional  biomedical  advice.  In 
In  a study  of  late-stage  breast  cancer  presentation  (Lannin  et  al.,  1998),  researchers  found 
that  many  women  who  possessed  traditional  folk  beliefs  advocated  the  use  of  herbs,  over 


In  order  to  increase  patient  compliance  with  medical  treatment  and  improve  patient 


satisfaction,  providers  must  be  aware  of  and  respectful  of  these  traditional,  long-held 


values,  beliefs  and  practices  (Carter,  1995)  which  is  part  of  practicing  in  a culturally 
sensitive  fashion  Many  authors  believe  that  the  inclusion  of  beliefs  and  practices  which 
are  not  harmful  into  the  treatment  program  will  likely  result  in  improved  satisfaction, 
adherence  to  treatment,  and  in  the  long  run,  improved  health  for  African  Americans 
(Carter,  1995;  Cooley  & Jennings-Dozier,  1995). 

When  working  with  African  Americans,  physicians  need  to  be  aware  of  the  large, 
extended  network  of  family  and  kin  that  distinguishes  many  African  American  families. 
Cooley  and  Jennings-Dozier  (1995),  in  case  studies  of  African  American  men  with 
prostate  cancer,  found  that  patients  relied  heavily  on  extended  networks  of 'kin1  or  family, 
many  of  whom  were  not  blood  relatives,  These  individuals  provided  great  support  to 
patients.  Similar  family  networks  form  the  foundation  of  many  African  American 

community  Pierce  (1997)  believes  that  extended  families  of  African  American  patients 
are  often  involved  in  the  treatment  and  care  of  a family  member.  He  believes  that  it  is 

The  loss  of  these  strong,  cultural  family  tics  among  African  Americans  has  also 
Cochran,  1987),  Although  this  is  likely  difficult  for  all  HIV-positive  patients,  due  to  the 
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more  difficult  conflict  for  African  American  patients.  In  addition,  Lannin  et  al.  (1995) 
reported  that  some  African  American  women  were  hesitant  to  be  screened  for  breast 
cancer  as  they  were  concerned  with  the  effect  a positive  finding  may  have  on  their 
relationships  with  men  in  their  family  and  community. 

Religious  Beliefs  and  Orientation 

Although  some  supernatural  and  religious  beliefs  of  African  Americans  were 


presented  above,  the  area  deserves  further  mention  due  to  religion's  substantial 


importance  among  African  Americans.  Many,  if  not  most,  African  Americans  present 


important  personal  religious  beliefs  which  may  interact  with  the  health  care  system.  For 


example,  when  considering  decisions  about  whether  or  not  to  receive  invasive  cardiac 
treatment  procedures,  Ferguson  et  al  (1998)  found  that  African  American  patients  based 
more  of  their  decisions  (as  compared  to  Caucasian  patients)  on  God  and  religion.  Many 
patients  felt  that  they  needed  to  pray  about  their  decision  or  they  reported  a desire  to 
'trust  their  health  to  God’  as  he  is  in  control  of  their  destiny 

Pierce  (1997),  in  a review  concerning  African  American  cancer  patients,  noted  that 
many  African  Americans  believe  that  God  possesses  the  healing  power  necessary  for  cure 
and  relief  and  that  it  is  not  up  to  man  to  heal  himself.  Furthermore,  he  states  that  some 
African  Americans  may  believe  that  man  should  not  interfere  with  God's  will-the 


individual  has  little  control  over  the  outcome  of  disease  and  the  patient's  life  is  in  God's 
hands.  These  types  of  beliefs  may  lead  patients  to  turn  to  religious  or  faith  healing. 
Pierce  believes  that  these  beliefs  may  lead  African  American  patients  to  not  comply  with 


s these  claims,  little  research  has  been 


conducted  to  evaluate  the  effect  that  strong  religious  beliefs  have  upon  treatment  seeking 
and  compliance  among  African  American  patients.  However,  Pedersen  and  Tucker  (2000) 
in  a study  of  religious  beliefs  and  medication  adherence  among  Afiican  American  and 
Caucasian  pediatric  renal  transplant  patients  found  no  relationship  between  religious  belief 
and  medication  nonadherence.  When  and  how  Afiican  Americans'  religious  beliefs 
interact  with  the  health  care  system  remains  a largely  unexplored  area. 

Studies  have  also  demonstrated  that  many  Afiican  Americans  utilize  prayer,  Bible 
reading,  and  church  attendance  as  sources  of  strength  and  healing  when  confronted  with 
serious  illness  (Cooley  & Jennings-Dozier,  1998;  Pierce,  1997).  These  authors  indicate 
that  weekly  church  attendance,  prayer,  faith,  pastoral  consultation,  and  the  Bible  can  be 
important  resources  which  promote  the  spiritual,  physical,  and  mental  health  of  many 
African  Americans.  In  order  to  provide  culturally  sensitive  care,  physicians  must  become 
more  aware  of  and  sensitive  to  the  important  influence  that  religious  beliefs  and  practices 
have  in  multiple  aspects  of  African  American's  lives. 

Physician-Patient  Interaction  and  African  Americans 

Numerous  authors  have  cited  cultural  differences  in  physician-patient  relationships 
and  the  need  for  physicians  to  be  culturally  sensitive  when  working  with  African  American 
patients.  These  differences  may  involve  differences  in  communication  patterns,  mistrust  of 
the  provider,  and  lack  of  concern  of  the  provider  among  others. 

Carter  (1995)  gives  the  following  examples  of  cultural  differences  in  interpersonal 
behavior  and  social  perception  that  can  impact  the  physician-patient  relationship.  He 
slates  that  among  African  Americans,  it  is  common  for  patients  to  look  away  while 


patterns  among  Caucasian  Americans  Some  African  Americans  may  believe  in  ‘the  royal 
touch’-the  idea  that  some  individuals  have  the  ability  to  heal  with  touch-and  thus  patients 

relate  to  the  concept  of ‘laying  on  of  hands'  accepted  in  many  African  American 

Carter  (1995)  also  believes  that  facial  expressions  provide  valuable  information  for 
African  Americans  and  patients  may  be  highly  influenced  by  physicians'  facial  expressions. 
In  addition  to  these  nonverbal  cues,  African  Americans  may  use  different  styles  of 
language  and  symbolism.  Finally,  Carter  states  that  many  African  Americans  may 
demonstrate  a 'healthy  paranoia'  which  has  protected  themselves  from  negative  events  and 


Jennings-Dozier  (1995)  believe  that  many  African  Americans  have  a general  mistrust  of 

Americans  such  as  the  Tuskegee  Syphilis  Study  (Thomas  and  Quinn,  1991;  Talone,  1998; 
Corbie-Smith,  1999;  Cox,  1998)  In  the  Tuskegee  study,  supported  by  the  federal 


asily  been 


skin  was  black.  These  authors  also  cite  literature  indicating  that  many  African  American 
patients  arc  dissatisfied  with  their  care  due  to  poor  physician-patient  communication, 
technical  language,  lack  of  warmth  and  friendliness  on  the  part  of  the  physician,  and 
distrust  of  Whites. 

Patients  in  the  Ferguson  et  al.  (1 998)  study  stated  that  they  wanted  a physician 
who  was  in  touch  with  their  symptoms  and  complaints.  Mays  and  Cochran  ( 1 987)  talked 
to  African  American  patients  who  perceive  that  physicians  were  too  busy  to  talk  to  them. 
Cooley  and  Jennings-Doaier  (1998)  found  dissatisfaction  in  a case  study  where  an  African 
American  patient  perceived  that  physicians  were  talking  about  him  and  not  talking  with 

Pierce  ( 1 997)  states  that  African  Americans  never  know  how  they  will  be  received 
by  Whites  and  few  helping  professionals  are  viewed  as  benevolent.  Communication  may 
not  be  as  open  and  effective  due  to  these  factors.  Pierce  recommends  that  patients  always 
be  addressed  by  their  last  names  in  order  to  show  respect  toward  African  American 
individuals.  Ferguson  and  his  colleagues  ( 1 998)  conclude  that  future  research  must  focus 
on  physician-patient  communication  and  health  care  professionals  must  be  aware  of  and 
strive  to  eliminate  the  negative  influence  of  verbal  and  nonverbal  expression  of  biases 
when  interacting  with  patients, 

Culturally  Sensitive  Health  Care:  Issues  for  Hispanic  Americans 

This  section  will  cover  literature  and  research  related  to  the  interaction  of  Hispanic 
cultures  with  the  medical  system.  Again,  one  must  constantly  keep  in  mind  that  the  term 
'Hispanic'  is  applied  to  a widely  diverse  group  of  people  and  substantial  cultural 


Folk  Beliefs,  Folk  Illnesses,  and  Alternative  Treatments 


Perhaps  the  most  frequently  encountered  topic  of  recent  medical  and  medical 


anthropological  research  involving  Hispanicsand  Hispanic  Americans  revolves  around 


common  folk  beliefs,  folk  illnesses,  and  alternative  treatments  which  often  present 

Hispanic  peoples  vary  from  country  to  country  and  region  to  region,  many  authors  suggest 
that  underlying  similar  health  beliefs  exist  (Albrecht,  1995;  Autotte,  1995;  da  Silva,  1984). 
Traditional  Hispanic  culture,  as  explained  by  da  Silva  (1984)  teaches  that  mind  and  body 
are  inseparable  and  illness  results  from  an  imbalance  due  to  fate,  heredity,  wrongdoing, 
bad  luck,  or  sin.  Thus,  Hispanic  Americans  may  understand  and  explain  the  nature  and 
causes  of  illness  in  a manner  unfamiliar  to  many  individuals  within  mainstream  culture. 

Many  Hispanic  cultures  also  endorse  the  ‘hot’ -'cold'  theory  of  illness.  Illness 
results  when  an  imbalance  in  'hot'  and  'cold'  have  been  created  within  the  body.  In  order 
to  treat  those  illnesses  caused  by  an  excess  of 'cold'  in  the  body,  a Hispanic  individual 
would  prescribe  and  ingest  a remedy  which  was  designated  as  'hot'.  Within  Hispanic 
cultures,  the  designations  of ‘hot'  or  'cold'  elements  has  little  to  do  with  the  actual 
temperature  of  the  food  or  substance.  In  addition,  designations  of  treatments,  foods,  or 


1995). 


In  addition  to  ‘hot’  and  'cold'  theories  of  illness,  Hispanic  individuals  may  also 
subscribe  to  explanatory  models  involving  natural  and  supernatural  causation  of  illness. 
For  example,  some  Hispanics  may  believe  that  sin  led  to  their  present  illness  or  that  illness 


is  a retribution  from  God  (Albrecht,  1995).  If  God  created  or  caused  the  illness  to  come 
about,  then  it  follows  that  God  or  a supernatural  power  controls  the  outcome  of  illness. 
The  patient,  therefore,  may  believe  that  he  or  she  has  little  control  or  power  to  overcome 
the  illness  or  disease.  Some  authors  believe  that  Hispanic  individuals  often  manifest  this 
type  of  fatalistic  thinking  (Burk  et  a!.,  1 995).  If  a Hispanic  individual  endorses  a 
supernatural  or  religious  explanatory  model  similar  to  this  one,  then  logically,  the  patient 
will  attempt  to  exercise  faith  and  obtain  spiritual  guidance  and  treatment  for  the  condition. 
Indeed,  some  authors  report  the  utilization  of  folk  healers  (espiritistas)  among  some 
Hispanic  groups  such  as  Puerto  Ricans  (Bates  el  at  1 997)  or  'curanderos*  among  Texans 
(Hentges,  Shields,  & Cantu,  1986;  Tamez,  1978). 

Due  to  such  differences  in  belief  and  explanatory  models  of  illness,  Albrecht 
(1995)  encourages  physicians  to  always  find  out  what  treatments  patients  have  self- 
prescribed  and  what  treatments  the  patient  believes  would  be  bcneftciaf  He  advocates  for 
an  expansion  of  the  traditional  biomedical  model  of  medicine  in  order  to  open  room  for 
exploration  of  cultural  beliefs  and  practices  such  as  those  mentioned  previously.  Indeed, 
the  practitioner  must  become  a patient  listener  in  order  to  elicit  the  sharing  of  culturally 
tied  beliefs  and  health  care  practices.  Awareness  of  and  sensitivity  to  these  beliefs  and 
practices  will  likely  result  in  greater  sensitivity  and  competence  in  health  care  delivery. 
Autotte  (1995),  in  discussing  folk  beliefs  and  practices,  further  states  that  physicians  do 
not  need  to  be  ‘culturally  correct,*  rather  physicians  need  to  be  sensitive  to  issues  which 


may  present  themselves  and  knowledgeable  about  cultures.  They  also  must  become  aware 


of  their  own  beliefs  and  biases  which  may  impact  their  perceptions  of  and  interactions  with 
other  people  different  from  themselves. 

In  addition  to  culture-specific  health  beliefs.  Hispanic  individuals  may  sometimes 
present  for  treatment  of  one  of  several  ‘folk  illnesses'  present  within  Hispanic  culture,  it 
behooves  providers  to  understand  and  be  sensitive  to  the  presence,  absence,  or  treatment 
of  these  conditions  among  their  Hispanic  patients.  Health  care  researchers  typically 
identify  four  common  folk  illnesses  among  Hispanic  populations  in  the  U S.  (da  Silva, 
1984;  Krajewski-Jaime,  1991;  Trotter,  1991):  (a)  empacho-blockage  in  the  intestine  due 
to  forced  feeding  or  inappropriate  combinations  of  food,  (b)  susto-'fright  sickness'  due  to 
a traumatic  event,  theorized  to  be  due  to  dissociation  of  the  spirit  from  the  body,  (c)  caida 
de  mollero-a  'depressed  anterior  frontenelle,'  and  (d)  mal  de  ojo-'evil  eye’,  irritability  and 
inconsolability  of  a child  due  to  someone  admiring  the  child  and  drawing  off  some  of  the 
child's  ‘vital  essence.  ’ 

Although  some  controversy  exists  in  the  field  regarding  the  prevalence  of  these 
illnesses  among  Hispanic  Americans,  Trotter  (1991),  a prominent  medical  anthropologist 
in  the  area,  found  that  63%  of  Mexican  American  households  in  South  Texas  indicated 
that  someone  in  their  household  had  either  experienced  or  treated  mal  de  ojo.  Reported 
rates  of  experience  or  treatment  were  similar  for  the  other  three  common  folk  illnesses: 
62.4%  susto,  48.2%  cmpacho,  and  34.1%  caida  de  mollera.  Trotter  also  investigated  the 
influence  of  acculturation  on  incidence  of  these  folks  illnesses  and  concluded  that 
acculturation  only  influenced  reported  rates  of 'mal  de  ojo‘  and  not  the  other  three  typical 
folk  illnesses.  He  concludes  that  these  data  strongly  support  the  contention  that  these  folk 
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In  another  study  involving  Puerto  Rican  chronic  pain  patients  living  in  the 
Northeast,  Bates  et  al  (1997)  found  that  many  patients  expressed  anger  and  frustration 
with  the  lack  of  available  translators.  These  patterns  felt  that  they  were  unable  to  obtain 
assistance  in  communicating  and  hence  reported  very  poor  communication  with  the 
providers.  Patients  also  complained  about  an  inability  to  complete  necessary  paperwork 
for  the  obtaining  of  workman’s  compensation.  The  pain  clinic  provided  no  language 
assistance  to  aid  them  with  this  task.  Burk  et  al.  (1995)  also  found  that  Spanish  fluency  of 
providers  and  language  similarity  was  very  important  to  Hispanic  women  seeking  prenatal 
care  services.  These  authors  have  increased  the  Spanish  fluency  of  staff  at  their  health 
care  establishment  in  order  to  implement  a culturally  sensitive  approach  to  primary  care. 

David  and  Rhee  (1998)  examined  the  impact  that  English  fluency  had  on  health 
care  among  urban  Hispanics  These  researchers  found  that  fewer  Spanish-speaking 
Hispanics  believed  the  side  effects  of  treatment  were  explained  to  them  (51%  vs.  84%)  as 
compared  to  English-speaking  Hispanics.  A higher  percentage  of  English-speaking 
Hispanics  felt  satisfied  with  the  care  they  received  and  there  was  a non-significant  trend 
for  non-English-speaking  Hispanics  to  report  that  there  physician  did  not  understand  how 
they  felt.  These  findings  led  the  authors  to  conclude  that  language  barriers  in  and  of 
themselves  independently  accounts  for  some  of  the  poor  health  status  among  non-English- 
speaking  Hispanics.  Language  barriers  in  this  study  also  had  a negative  impact  on  patient 
satisfaction. 

In  another  study  examining  the  impact  of  language  differences  on  health  care 
outcomes,  Kirkman-Liff  and  Mondragon  (1991)  found  that  although  69  articles  had  been 
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published  prior  to  1991  on  Hispanic  issues  in  health  care,  none  had  treated  ‘language  of 
interview'  as  a specific  variable  Thus,  these  investigators  set  out  to  see  how  language 
fluency  and  the  language  of  the  clinical  interview  were  related  to  health  care  variables. 
They  found  that  patients  who  were  interviewed  in  Spanish  had  lower  health  status,  worse 
access  to  health  care,  no  usual  source  of  care,  and  less  likelihood  of  having  visited  a 
physician  within  the  past  year. 

In  relation  to  this  study,  Stein  and  Fox  (1990)  have  accumulated  data  indicating 
that  language  also  remains  a significant  barrier  to  obtaining  breast  cancer  screening.  They 
found  that  only  13.8  % of  Hispanic  women  fluent  only  in  Spanish  had  received  a 
mammogram  in  the  past  year  as  compared  to  47. 1%  for  English  speaking  Hispanic 
women.  Those  women  who  required  a Spanish-speaking  interviewer  were  poorer, 
considerably  less  educated,  underinsured,  and  unlikely  to  ever  have  had  a mammogram. 
Those  women  who  only  spoke  Spanish  also  reported  more  barriers  to  receiving  care  and 
presented  more  concerns  and  less  knowledge  about  mammography. 

In  another  study  of  cultural  variables  in  physician-patient  relationships,  Engle, 
Scrimshaw,  Zambrana,  and  Dunkel-Schettcr  (1990)  found  that  female  Hispanic  patients 
preparing  to  give  birth  did  not  necessarily  view  age,  sex,  or  'being  Latino’  as  important 
selection  fectors  for  choosing  a physician.  However,  a distinct  preference  for  a physician 
fluent  in  Spanish  was  reported.  Gany  and  de  Bocanegra  (1996),  in  discussing  concerns  of 
Hispanic  immigrants,  believe  that  language  discordance  remains  a major  deterrent  to 
seeking  health  care.  Difficulties  in  language  may  also  lead  to  greater  non-adherence  to 
treatment  recommendations.  McVea  (1997)  also  claims  that  language  barriers,  among 


other  problems,  contribute  to  Hispanic  migrant  workers  poor  interaction  with  health  i 


systems. 

In  summary,  these  findings  indicate  that  language  barriers  present  substantial 
difficulties  both  in  accessing  health  care  and  in  communicating  effectively  with  physicians 
when  care  is  obtained.  Physicians  and  health  care  systems  must  be  aware  of  and  make 
attempts  to  overcome  these  communication  and  language  barriers  in  order  to  become 
culturally  sensitive. 

Distinguishing  Characteristics  of  Hispanic  Culture 

Again,  although  Hispanic  cultures  vary  from  location  to  location,  several  authors 
have  presented  important  cultural  characteristics  which  they  believe  represent  common 
themes  or  patterns  among  many  if  not  most  Hispanic  subcultures.  These  concepts  and 
characteristics  common  among  Hispanic  people  include  (a)  pcrsonalismo  and  respeto,  (b) 
extended  family  ties,  (c)  religious  orientation,  and  (d)  general  cultural  beliefs  and 
characteristics. 

One  fairly  commonly  hold  value  of  many  Hispanic  individuals  involves 
‘personalismo.’  Bates  et  al.  (1997)  state  that  personalismo  involves  the  valuing  of 
individuals  and  relationships  with  people  over  that  of  institutions.  For  example,  in  their 
study,  Puerto  Rican  patients  reported  very  close  persona!  bonds  with  their  physicians 
Some  physicians  would  visit  their  patients  at  their  homes  on  Sundays  ‘just  to  talk.’  This 
type  of  relationship  is  highly  valued  among  some  Hispanics  and  contrasts  with  the  more 
formal  physician-patient  relationship  found  in  the  United  States.  Inquiring  about  family 
members,  bringing  gifts  for  the  practitioner  or  her  or  his  family,  and  discussion  of  recent 
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events  all  represent  ways  of  developing  ‘personalismo’  with  Hispanic  patients  (Vera, 

1996).  Interactions  such  as  these  help  build  an  atmosphere  of  trust  and  intimacy  (Burk  et 
al.,  1995).  Touch  may  also  be  considered  a part  of ‘personalismo'  and  open  affection  and 
embracing  among  family  members  and  friends  is  common.  Even  a simple  handshake  may 
enhance  the  sense  of ‘personalismo'  felt  by  the  patient  Vera  (1996)  believes  that 
demonstrating  'personalismo'  directly  assist  in  building  the  patient’s  faith  in  the 


The  concept  of 'respeto'  is  common  among  many  Hispanic  individuals  and  may 
loosely  correlate  with  the  concept  of 'respect'  in  English.  Many  Hispanic  individuals 
esteem  medical  care  providers  as  authority  figures  (Burk  et  al.,  1995).  The  physicians 
views  are  to  be  respected  and  not  challenged.  Confrontation  is  discouraged  and  patients 
may  be  hesitant  to  disagree  with  the  health  care  provider.  This  type  of  respect  is  often 
communicated  by  formal  language  usage  and  deference  shown  toward  authority  figures 
(Vera,  1996).  Eye  contact  with  those  in  superior  societal  positions  may  be  avoided. 
Hispanic  individuals  may  utilize  titles  and  last  names  until  trust  and  familiarity  arc 
established  (da  Silva,  1984).  Many  Hispanic  individuals  value  diplomacy,  tact,  and 

disrespectful  and  patients  may  state  that  they  agree  even  when  they  do  not  (da  Silva, 


Several  authors  also  describe  the  importance  of  family  tics  in  Hispanic  culture. 
This  is  demonstrated  by  data  indicating  that  80%  of  Hispanic  families  are  intact.  Families 
also  tend  to  be  larger  than  the  American  average  (da  Silva,  1984)  Bates  et  al.  (1997) 


present  'familismo'  as  a defining  characteristic  of  many  Hispanic  subcultures.  ‘Familismo' 
consists  of  strong  identification  with  one's  family  as  well  as  placing  great  value  on  family 


support  and  familial  relationships.  Loyalty  to  the  family  often  overrides  individual 
interests.  Interdependence  of  family  members,  loyalty,  reciprocity,  solidarity  and  strong 
parental  control  characterize  'familismo.'  Burk  ct  al.  (199S)  state  that  in  Hispanic 
families,  the  collective  needs  of  the  family  take  precedence  over  individual  needs  and 
desires.  This  characteristic  may  not  be  greatly  affected  by  acculturation.  Strong  family 
ties  often  extend  to  more  distant  relatives  and  these  relationships  may  also  serve  as  a 
support  system  (da  Silva,  1984).  God  parents  may  also  play  an  important  role  in  the  lives 
of  many  Hispanic  individuals. 

Many  Hispanics  subscribe  to  traditional  gender  roles.  The  male  is  often 
responsible  for  providing  for  the  family  and  is  considered  the  'decision  maker’  (da  Silva, 
1984).  Men  may  give  orders  to  women,  and  older  family  members  may  give  direction  to 
younger  family  members.  Although  men  may  maintain  a patriarchal  position,  women  may 
be  viewed  as  spiritually  superior  and  able  to  endure  suffering  better  than  men  Women, 
however,  may  have  more  decision-making  power  when  questions  of  family  life  are 
involved  There  is  some  indication  of  a shift  toward  a more  'democratic'  role  system 
occurring  (Bates  et  al„  1995). 

Hispanic  individuals,  like  African  Americans,  often  possess  strong  religious 
affiliations  and  beliefs.  Most  Hispanic  individuals  are  Roman  Catholic  (da  Silva,  1984) 
and  hence  observe  many  of  the  rites  of  this  religion  such  as  choosing  of  godparents  and 
'last  rites’  upon  death.  Burk  et  al.  (1995)  state  that  some  Hispanic  individuals  may  also 


frame  illness  as  a result  of  sin  or  supernatural  forces  and  may  also,  therefore,  manifest  a 
sense  of  fatalism  about  their  disease.  God  controls  all  and  hence  faith  is  essential  to 
recovery.  Illness  and  results  thereof  may  be  seen  as  a product  of  fate  and  hence  are 
beyond  the  patient's  control. 

Finally,  although  complete  coverage  of  the  many  differences  that  likely  exist 
between  Hispanic  culture  and  traditional  American  culture  is  beyond  the  scope  of  this 
paper,  several  authors  have  cited  the  following  differences  between  Hispanic  culture  and 
traditional  'American'  culture  (da  Silva,  1984;  Burk  et  al,  1995;  Bates  et  al.,  1997): 
present  time  orientation  vs.  future  time  orientation,  oral  vs.  written  tradition,  union  of 
mind  and  body  vs.  mind-body  dualism,  affective  expression  vs.  affective  control  and 

Trust  in  the  Physician-Patient  Relationship 

Throughout  past  decades,  the  fact  that  patients  trust  physicians  has  endured  as  a 
well-grounded  assumption-basically  everyone  trusted  their  local  physician.  In  recent 
years,  however,  the  medical  profession  has  confronted  an  increasing  degree  of  distrust 
among  patients.  This  decrease  in  patients’  trust  in  physicians  has  created  an  impetus  for 
research  into  this  area.  However,  the  trust  in  physicians  remains  a relatively  unstudied 
area  of  concern  (Thom  & Campbell,  1997).  The  lack  of  research  involving  minority 
patients’  trust  in  physicians  is  even  more  sparse.  This  section  will  examine  those  studies 
and  commentaries  which  do  exist.  Areas  covered  include  (a)  the  definition  and  dimensions 
of  trust,  (b)  interpersonal  variables  involved  in  the  development  and  augmentation  of  trust. 


(c)  the  influence  of  economic  trends  on  trust  in  physicians,  and  (d)  trust  in  physicians 
among  ethnically  diverse  patients. 

Many  authors  suggest  that  patients'  trust  in  the  physician  forms  the  foundation 
upon  which  physician-patient  relationship  is  built.  Without  this  foundation,  important 
variables  such  as  successful  treatment  outcomes,  patient  satisfaction,  and  compliance  with 
physicians'  recommendations  are  jeopardized  (Barnes,  1998,  Mechanic,  1998; 
O'Donovan,  1998).  Mechanic  (1998)  states  that  patients’  trust  in  their  physician 
influences  nearly  every  aspect  of  the  physician-patient  relationship,  from  cooperation  in 


at  the  heart  of  being  a good  doctor.'  But  what  exactly  is  trust? 

Webster's  dictionary  defines  trust  as  "A  firm  belief  or  confidence  in  the  honesty, 
integrity,  reliability,  and  justice  of  another  person  or  thing."  In  relation  to  physicians, 
some  authors  state  that  trust  is  a belief  maintained  by  the  patient  that  the  physician  will  act 
in  the  patient's  best  interest  and  will  provide  support  and  assistance  concerning  treatment 
and  medical  care  (Anderson  & Dedrick,  1990;  Alter,  1988).  Lyons  (1994)  believes  that 
three  definitions  of  trust  are  most  important  in  the  realm  of  medicine;  (a)  reliance  on  the 
integrity,  strength,  ability,  surety  of  a person  or  thing  (b)  confident  expectation  of 
something  and  (c)  to  believe.  Lyons  continues  by  stating  that  trust  is  a 'forward  looking 
concept’  or  a belief  that  a professional  will  (italics  added)  behave  according  to  a code  of 
behavior  generally  accepted  by  the  society  as  proper  for  that  profession.  Hence,  trusting  a 
physician  involves  risk  Finally,  Lyons  divides  trust  into  two  key  aspects:  (a)  trust  in  the 


O’Donovan  (1998,  p.565)  holds  that  'trust  is 


integrity  of  the  physician  to  always  act  in  the  patient's  best  interest  and  (b)  trust  that  the 
physician  will  successfully  treat  the  disease.  Alter  (1988)  echoes  Lyons  beliefe,  stating 
that  in  order  to  trust,  patients  must  believe  that  the  physician  is  competent  and  has  the 
patient's  welfare  in  mind.  Anderson  and  Dedrick  (1990)  similarly  define  trust  as  a 
patient's  belief  that  the  physician's  words  and  actions  are  credible  and  can  be  relied  on. 

Mechanic  ( 1 998),  perhaps  the  foremost  authority  and  author  on  trust  in  the 
medical  field,  states  that  to  say  that  we  trust  is  to  say  that  we  believe  that  institutions  and 
individuals  will  act  appropriately  and  perform  competently,  responsibly,  and  in  a manner 
considerate  of  our  interests.  He  believes  that  trust  is  developed  early  in  life  and  takes  two 
forms:  trust  in  institutions  and  interpersonal  trust.  Interpersonal  trust  develops  over  time 
through  repeated  interactions  with  individuals,  in  this  case  physicians,  and  accrues  through 
positive  experiences  demonstrating  the  physician's  competence,  personal  commitment, 
responsibility,  caring,  and  other  verbal  and  nonverbal  cues.  Institutional  trust  develops  in 
a similar  fashion,  although  such  trust  may  be  developed  through  interaction  with  an 
individual  who  is  part  of  a larger  system  or  institution.  Mechanic  indicates  that  there  is 
large  overlap  and  interplay  between  the  two  forms  of  trust.  Physicians  may  benefit  from 
affiliation  with  a 'trusted'  name  or  institution  such  as  the  Mayo  Clinic  and  vice  versa. 

Anderson  and  Dedrick  (1990)  developed  a measure  of  trust  in  physicians.  These 
investigators  claim  that  three  dimensions  of  trust  were  clearly  demonstrated  by  their 
instrument:  (a)  dependability  that  the  physician  ‘looks  out  for’  the  patient's  best  interest, 
(b)  confidence  in  the  physician's  knowledge  and  skills,  and  (c)  confidentiality  and 
reliability  of  information  between  the  physician  and  patient. 


Interpersonal  Variables  Involved  in  the  Development  and  Augmentation  or  Trust 

As  indicated  above,  many  health  care  researchers  and  physicians  themselves 
believe  that  trust  is  the  central,  fiindamental  core  of  the  physician-relationship.  For  this 
reason,  researchers  are  attempting  to  uncover  the  variables  which  impact  patients'  trust  in 
their  physician.  Indeed,  a prominent  researcher  recently  proposed  that  what  promotes  or 
enhances  patients'  trust  should  be  "an  intense  and  single-minded  focus  from  those  of  us  in 
medicine  today”  (Rogers,  1994a,  p.2).  Unfortunately,  this  call  has  only  been  moderately 
heeded.  A thorough  review  of  the  literature  reveals  numerous  commentaries  about  the 
importance  of  trust,  yet  few  empirical  investigations  of  those  variables  which  create  and 
maintain  trust  exist  The  lack  of  research  investigating  the  processes  and  variables 
underpinning  minority  and  ethnically-diverse  patients’  trust  in  their  physician  and  medical 
institutions  remains  especially  glaring.  However,  some  of  the  non-empirical  commentaries 
of  experienced  physicians  and  researchers  provide  fertile  starting  ground  for  empirical 
investigation. 

Investigators  and  researchers  believe  that  numerous  variables  influence  patients' 
trust  in  their  physician.  Lyons  (1994)  asserts  that  trust  is  founded  on  the  patient's 
perception  that  the  physician  will  act  in  the  best  interest  of  the  patient  and  will  be 
competent  enough  to  resolve  the  presenting  problem.  He  argues  that  patients  who 
perceive  that  physicians  possess  a strong  commitment  to  serve  and  arc  dedicated  to  their 
patients  rather  than  to  making  large  amounts  of  money  will  have  higher  levels  of  trust.  He 
continues  by  stating  that  patients  and  physician  must  maintain  a line  of  open 
communication  and  understanding.  It  follows  that  physicians  who  are  unable  to 


accomplish  this  and  who  may  consider  patients'  beliefs  a ‘nuisance’  will  have  difficulty 
establishing  trust  with  patients  Lyons  (1994)  believes  that  physicians  are  not  socialized  to 
be  honest  and  open  with  their  patients  and  he  cites  research  indicating  that  as  residents 
become  more  socialized  into  the  practice  of  medicine,  they  actually  focus  more  narrowly 
on  the  presenting  concern  and  show  less  concern  for  patients.  The  importance  of  these 
factors  in  building  trust  needs  to  be  empirically  validated. 

Mechanic  (1998)  believes  that  the  following  variables  influence  patients'  trust  in 
physician;  continuity  of  care  (same  physician  each  time);  the  physician's  attentiveness, 
patience,  and  general  demeanor;  and  the  physician's  responsiveness,  among  others.  He 
further  states  that  patients’  often  trust  their  physicians  rather  blindly,  as  they  have  little 
direct  opportunity  to  test  the  validity  of  their  trust  When  a lack  of  responsiveness  is 
encountered,  this  'blind'  trust  quickly  erodes  and  even  the  strongest  of  relationships  can 
be  shattered  Mechanic  (1 998)  provides  further  description  of  actions  likely  to  build 
patient  trust;  (a)  give  patients  undivided  attention  for  the  first  60  seconds  in  order  to  give 
impression  of  willingness  to  spend  time  with  them  (b)  sit  on  the  bed  and  answer  questions 
promptly  (c)  be  specific  about  what  is  going  to  happen  and  what  is  expected  of  the  patient 
(d)  write  instructions  and  make  reminder  calls  and  (e)  develop  effective  communication 
skills. 

Mechanic  (1998)  proposes  that  communication  skills  arc  fundamental  to  the 
establishment  of  trust.  He  states  that  very  simple  efforts  like  giving  patients  time  to  tell 
their  stories,  listening  intently  without  interruption,  eliciting  questions,  providing  feedback, 
mainiattung  eye  contact,  and  providing  nonverbal  cues  all  contribute  to  the  development  of 


trust.  He  claims  that  the  traditional  medical  interview  format  tends  to  cut  people  otf  and 
tunnels  patients  around  the  presenting  problem-a  process  which  inhibits  sharing  of 
valuable  information  as  well  as  reducing  trust  in  the  physician.  O’Donovan  (1998)  states 
that  taking  time  to  listen,  answering  questions,  giving  instruction,  and  providing 
reassurance  assist  significantly  in  building  trust  This  author  believes  that  modem  citizens 
may  long  for  physicians  of  past  times,  not  because  of  their  image  of  a kind,  old  man  with  a 
black  bag,  but  rather  because  they  yearn  for  the  ability  of  physicians  to  communicate  freely 
with  them  in  common  language  Indeed,  physicians’  ability  to  communicate  likely  plays  a 


order  to  gain  trust.  However,  the  evaluation  of  physician  competence  tends  to  be  difficult 


for  patients  as  patients  typically  possess  less  medical  knowledge  and  expertise  than  the 
physician  (Mechanic,  1998).  In  accordance  with  what  appears  to  be  common  sense, 
patients  come  to  trust  those  physicians  who  are  able  to  resolve  their  presenting  health 
concerns  and  problems  (Lyons,  1994;  Mechanic,  19968.  Indeed,  patients  seek  for  cues 
which  indicate  that  the  physician  is  competent  and  that  their  trust  is  merited  (Mechanic, 
1998).  Again,  the  presumed  relationship  of  perceived  competence  and  trust  in  physician 
has  not  been  sufficiently  examined 

discovered  some  interesting  findings.  Kao,  Green,  Zalavsky,  Koplan,  and  Cleary  (1998) 
found  that  nearly  all  patients  (86%)  reported  trusting  their  physicians.  Patients 
manifesting  lower  health  status  reported  less  trust  in  physicians  than  the  sample  as  a 
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whole.  Patients  who  felt  that  they  had  ample  ability  to  choose  their  physician  also 
reported  higher  levels  of  tntst  (Kao,  Green,  Davis.  Koplan,  & Clearly,  1998).  Anderson 
and  Dcdrick  ( 1 990),  in  validating  a measure  of  trust  in  physicians,  found  that  patients  who 
had  less  formal  education  reported  higher  levels  of  trust.  Outcome  of  treatment  was  not 
significantly  related  to  levels  of  trust.  This  finding  does  not  support  the  theoretical 
commentaries  and  reports  relating  patients'  trust  to  the  results  of  treatment  as  noted 
above.  Finally,  race  was  not  associated  with  levels  of  trust  in  this  study. 

In  a recent  exploratory  study  of  trust  in  physicians,  Thom  and  Campbell  (1997) 
conducted  focus  groups  in  which  they  asked  patients  to  identify  those  behaviors  of 
physicians  which  aided  in  the  development  of  trust  These  authors,  through  qualitative 
data  analysis,  identified  nine  areas  of  patient  experience  which  positively  or  negatively 
affected  trust:  (a)  physicians'  thoroughness  (b)  understanding  of  patients'  individual 
experiences  (c)  expressing  caring  (d)  providing  appropriate  and  effective  treatment  (e) 
commumcaung  clearly  and  completely  (f)  building  a partnership/sharing  power  (g) 
demonstrating  honesty  and  respect  for  the  patient  (i)  predisposing  factors  such  as  training, 
age,  sex,  professional  appearance,  and  recommendations  from  other  patients  and  (j) 
structural  and  staffing  concerns  such  as  courtesy  of  staff,  messages  given  to  physicians, 
obtaining  lab  results,  access  to  the  physician,  and  on-call  arrangements.  This  study  is 
unique  in  that  it  involved  Hispanic,  African  American,  and  Caucasian  patients.  Based  on 
their  findings,  Thom  and  Campbell  (1997)  call  for  further  research  into  which  physician 
behaviors  are  most  important  for  establishing  and  maintaining  trust,  whether  or  not  these 


behaviors  differ  across  ethnic  groups,  and  how  changes  in  structural  organization  of 
medical  facilities  may  impact  patients’  trust. 

The  Influence  of  Economic  Trends  on  Trust  in  Physicians 

Although  all  of  the  aforementioned  variables  likely  participate  in  the  evolution  and 
augmentation  of  trust  within  the  patient-physician  relationship,  these  interpersonal  aspects 
of  patient  care  have  not  received  the  intense  spotlight  of  research  attention  and 
commentary  which  has  been  placed  on  recent  economic  developments  in  the  medical 
profession.  Specifically,  most  of  the  attention  paid  to  trust  in  the  physician  in  recent 
medical  literature  revolves  around  the  invasion  of  managed  care  and  other  ‘business' 
practices  which  have  conquered  the  once-considered  ‘benevolent’  medical  profession  in 
the  past  decade.  Recent  research  indicates  that  the  public’s  trust  in  physicians  has  eroded 
substantially  in  the  past  twenty  years  as  managed  care  has  entered  the  medical  community. 
In  1 996,  only  1 5%  of  the  American  population  stated  that  they  had  a high  opinion  of  the 
medical  profession.  This  represented  a drop  from  40%  in  1983.  A full  18%  stated  that 
they  had  'no  confidence'  in  the  medical  profession  (Hccr,  1997).  Numerous  phenomena 
have  been  indicted  as  the  culprit  responsible  for  this  decline.  Some  of  the  more  notable 
society  evolutions  are  listed  below: 

(a)  Good  health  has  become  a norm  and  expectation  rather  than  a ‘blessing’  as 
in  past  times  (Heer,  1997). 

(b)  Medical  costs  escalated  more  than  6,453%  between  1950  and  1990  and 
constitute  more  than  14.  !%ofthe  Gross  Domestic  Product  (Heer,  1997). 


ople  who  believe  physicia 


(c)  American  society  has  become  increasingly  disturbed  and  upset  by  the 
failure  of  social  institutions  as  a whole  (government,  the  media,  medicine). 
Surgeons,  however,  appear  to  have  escaped  some  of  the  fallout  (Heer, 
1997). 

(d)  Widespread  dissemination  of  negative  examples  of  waste,  corruption, 
greed,  fraud,  abuse,  and  malpractice  within  the  medical  community  has 
decreased  levels  of  mist  (Heer,  1997;  Gray,  1997;  Fordham,  1994). 

(e)  Physicians  now  must  serve  as  ‘gatekeepers’  within  managed  care 
organizations  (MCO),  thus  limiting  services  Some  physicians  actually 
receive  ‘kickbacks'  for  limiting  the  amount  of  services  provided  to  patients 
(Gray,  1997;  Shortell,  Waters,  Clarke,  & Budetti,  1998). 

(f)  ‘Red  tape’  and  bureaucracy  within  MCOs,  such  as  financial  and  utilization 

(Barnes,  1998;  Fordham,  1994), 

(g)  The  ‘business’  model  of  health  care  rampant  in  today's  society  places 
‘profit’  above  patients'  needs.  Some  claim  that  not  a single  business  in  this 
country  is  interested  in  the  quality  of  patient  care  in  medical  practice.  The 
only  thing  they  (health  care  organizations)  care  about  is  if  their  costs  are 


: substantially  influenced  by  advertising  perks  and  profit 


(Lyons,  1994;  Gray,  1997), 

(h)  The  ‘business'  model  also  places  great  emphasis  on  efficiency  and  cost- 
containment,  which  typically  includes  greater  volumes  of  patients  and  less 
time  per  patient.  Reduced  time  with  patients  often  leads  to  a perceived 
lack  of  concern  for  patients,  reduces  the  quality  of  the  interaction,  and 
hence  the  amount  of  mist  felt  by  patients  (Mechanic,  1998). 

As  evidenced  by  the  above  citations,  which  are  a mere  thumbnail  sketch  of  the  existing 
literature,  contemporary  physicians  and  researchers  implicate  managed  care  practices  such 
as  limiting  services,  inability  to  choose  one  provider  and  develop  a long-term  relationship, 
difficult  and  incomprehensible  policies,  and  a general  lack  of  concern  for  the  patient 
exhibited  by  MCOs,  as  major  factors  involved  in  patients'  trust  in  physicians 
Trust  in  physicians  among  ethnically-diversc  patients 

Although  a great  deal  of  literature  is  being  produced  regarding  trust  and  the 
physician-patient  relationship,  very  little  research  specifically  examines  minority  and 
ethnically-diversc  patients’  reported  levels  of  trust  in  physicians.  In  addition,  variables 
which  may  lead  to  the  development  and  maintenance  of  trust  among  cultural  and  ethnic 
minority  groups  have  been  left  unstudied  (Thom  & Campbell,  1997).  However,  many 
researchers  have  theorized  that  the  variables  covered  in  this  review  including  language 
differences,  communication  problems,  alternative  health  care  beliefs  and  practices, 
socioeconomic  inequalities,  historical  incidents  of  discrimination  and  abuse,  concern  for 


the  patient  vs.  concern  for  money,  physician  competence,  and  sensitivity  to  cultural 


differences  contribute  to  trust  in  physician-patient  relationship,  especially  among  culturally 
diverse  patient  populations.  This  study  and  future  research  is  needed  to  examine  whether 
or  not  these  proposed  relationships  hold  true  for  culturally  diverse  groups  of  patients, 


CHAPTER  m 
METHOD 


The  final  sample  of  primary  care  patients  who  participated  in  the  study  included  5 1 
African  American  patients  (20  females,  3 1 males),  38  Caucasian  American  patients  (23 
females,  IS  males),  and  45  Hispanic  American  patients  (27  females,  18  males).  Table  3.1 
provides  additional  demographic  description  of  the  participant  sample.  All  patients  were 
recruited  from  the  following  primary  health  care  clinics  affiliated  with  the  North  Central 
Florida  Area  Health  Education  Centers  (AHEC)  program,  which  sponsored  this  study: 
The  Community  Health  Center  at  Eastsidc,  Gainesville;  Family  Practice  Medical  Group, 
Gainesville,  Family  Medical  and  Denial,  Interlachen;  Family  Medical  and  Dental,  Crescent 
City;  and  Family  Medical  and  Dental,  Hastings. 

Patients  were  recruited  for  participation  based  on  the  following  selection  criteria: 


in  the  past  year,  (c)  the  patient  had  no  mental  or  physical  disability  which  would  preclude 
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i group 


Demographic  Description  of  Patient  Participants 


Less  than  HS 
High  School 
Some  College 


Married 

Divorced 

Widowed/ 

Separated 


Years  lived  in 
Community 


African  American  Caucasian  American  Hispanic  Americt 


Instrumentation 

This  investigation  utilized  three  instruments:  (a)  the  questioning  route  for  the  focus 
group  discussion,  (b)  a demographic  data  questionnaire  (DDQ),  and  (c)  the 
Supplemental  Response  Questionnaire  (SRQ). 

Due  to  the  largely  qualitative  nature  of  this  investigation,  the  primary  'instrument' 
utilized  in  this  study  consisted  of  the  ‘questioning  route'  used  to  guide  the  focus  group 
discussion.  This  questioning  route  was  developed  according  to  the  recommendations  and 
procedures  outlined  by  Krueger  (1988),  a prominent  writer  and  theorist  in  the  area  of 
focus  groups.  The  questioning  route  utilized  by  the  moderator  of  the  focus  group  details 
the  order  and  significance  of  each  question  to  be  discussed  by  patients  in  each  focus 
group.  The  questioning  route  used  for  each  of  the  1 8 focus  groups  was  designed  to  elicit 
patients'  opinions  and  perceptions  of  those  physician  behaviors  and  health  care  variables 
which  they  believed:  (a)  helped  them  feel  comfortable  with  their  physicians,  (b)  developed 
trust  in  their  physician,  and  (c)  demonstrated  that  the  physician  was  sensitive  and 
respectful  to  their  unique  needs  and  background.  A fourth  question  was  used  to  elicit 
discussion  any  cultural  issues  which  the  patients  had  perceived  as  impacting  their 

groups  which  did  not  apply  to  this  study.  These  questions  focused  on  ‘what  first  comes  to 
mind’  for  patients  regarding  the  health  care  clinic,  the  ‘physical  environment'  of  the  clinic, 
and  a closing  question  of ‘anything  else'  that  might  have  been  missed  during  the  focus 
group  session.  Responses  to  these  questions  were  separated  from  those  responses 
concerning  the  physician-patient  relationship  and  arc  not  presented  in  this  manuscript. 


73 

Hence,  the  following  questions  comprised  the  Questioning  route’  for  the  present  study: 

that  you  like  to  do  in  your  tree  time?  (b)  Question  1 : Now  let’s  talk  about  your  doctor. 
What  does  he  or  she  do  that  makes  you  feel  comfortable  with  him  or  her?  What  does  he 
or  she  do  that  makes  you  feel  uncomfortable?  (c)  Question  2:  What  could  your  doctor  do 
to  make  you  feel  more  comfortable?  (d)  Question  3:  What  makes  you  trust  your  doctor? 
What  makes  you  not  trust  your  doctor?  (e)  Question  4:  What  could  your  doctor  do  to 
help  you  trust  him  or  her  more?  (f)  Question  5:  Is  your  doctor  sensitive  and  respectful  to 
you  and  your  unique  needs?  If  so,  what  specific  things  does  he  or  she  do  to  make  you  feel 
this  way?  What  could  he  or  she  do  to  show  you  more  respect  and  be  more  sensitive  to 
your  needs?  (g)  Question  6:  Finally,  sometimes  doctors  and  patients  differ  in  terms  of 
background,  for  instance  racial,  language  or  social  background  are  often  difterent....Does 
this  ever  cause  a problem  in  your  relationship  with  your  doctor?  If  so  how?  What  could 
your  provider  do  to  show'  that  he  or  she  is  sensitive  to  your  needs  and  is  respectful  of  you 
as  an  African  (Hispanic/Latino,  Caucasian)  American0  What  can  doctors  do  to  become 
better  at  helping  patients  from  your  racial,  language  or  cultural  background0  (See 
Appendix  A for  complete  ‘Questioning  Route'.) 

In  addition  to  the  questioning  route,  a demographic  data  questionnaire  (DDQ)  was 
utilized  in  order  to  gather  general  information  about  the  patient's  age,  gender,  race, 
marital  status,  education  level,  income  level,  religion,  number  of  clinic  visits,  and  the 
number  of  years  the  patient  had  lived  in  her  or  his  present  community  (see  Appendix  B). 


A Supplementary  Response  Questionnaire  (SRQ)  was  also  developed  to 
quantitatively  assess  the  degree  to  which  patients  (a)  trust  their  physician,  (b)  feel 
comfortable  talking  to  their  physician,  (c)  feel  that  their  physician  is  understanding  and 
sensitive  to  their  unique  needs  and  background,  and  (d)  arc  satisfied  with  the  health  care 
received  from  physicians  at  their  local  AHEC  clinic.  Each  item  on  the  questionnaire  was 
rated  on  a 7-point,  Likert-type  scale  from  1 (strongly  agree)  to  7 (strongly  disagree).  (See 
Appendix  C for  complete  SRQ.) 

For  analysis  purposes,  the  SRQ  was  divided  into  four  sections.  Items  were 
grouped  together  based  on  similar  content  (face  validity),  as  low  numbers  of  participants 
precluded  the  use  of  more  sophisticated  statistical  techniques  such  as  factor  analysis. 

Items  were  grouped  in  the  following  manner  for  analysis  purposes:  (a)  ratings  of  item  1 
were  used  as  a ‘trust  in  physician1  variable  score,  (b)  ratings  of  item  2 were  used  as  a 
‘comfort  with  physician’  variable  score,  (c)  ratings  of  items  4, 5, 6,  and  9 were  averaged 
to  create  a ‘cultural  sensitivity  of  physician’  composite  score,  and  (d)  ratings  from  item  7 
were  used  as  a 'patient  satisfaction'  variable  score. 

Procedure 

Once  the  project  had  received  approval  from  the  Institutional  Review  Board, 
patient  recruitment  began.  Patients  were  recruited  from  the  AHEC  primary  care  clinics 

first  method,  the  researcher  contacted  each  clinic  and  with  the  assistance  of  the  clinic's 
management,  a large  list  of  potential  patient-participants  was  developed  who  met  the 


ethnicity  to  be  contacted,  the  primary  investigator  and  the  research  team  delivered  the 
appropriate  number  of  stamped  ‘invitation  packets’  to  the  clinic.  These  invitation  packets 
consisted  of  (a)  a letter  from  the  primary  investigator  and  research  team  inviting  the 
patient  to  participate  in  the  study,  (b)  the  informed  consent  form,  which  detailed  the  nature 
of  the  study  and  requirements  of  participation,  (c)  an  additional  copy  of  the  informed 
consent  form  to  be  signed  and  returned  to  the  investigators,  (d)  the  Demographic  Data 
Questionnaire  (DDQ),  and  (e)  a stamped  enveloped  addressed  to  the  primary  investigator 
for  return  of  the  informed  consent  materials. 

For  Hispanic  patients,  all  materials  were  mailed  in  both  English  and  Spanish.  Prior 
to  mailing  the  invitation  packets,  two  bilingual  research  assistants  translated  the  invitation 
materials  as  well  as  the  instruments  to  be  used  in  the  study.  One  assistant  made  a 
preliminary  translation  of  all  materials.  The  other  assistant  then  reviewed  and  revised  the 

translation  together.  Discrepancies  in  translation  or  other  difficulties  were  discussed  until 
the  two  research  assistants  agreed  on  a final  version  of  the  translation. 

English  ‘invitation  packets'  were  delivered  to  all  clinics  in  the  study.  Spanish 
packets  were  delivered  to  those  clinics  which  serve,  and  hence  recruited,  a substantial 
number  of  Hispanic  patients  (Interiachen,  Crescent  City).  Staff  at  each  clinic  then  inserted 
a letter  ffom  the  clinic’s  medical  director  that  invited  the  patient  to  participate.  Once  the 
letter  was  added  to  the  packets,  the  packets  were  addressed  and  mailed  to  the  potential 

records  were  sent  an  ‘invitation  packet*  which  contained  all  materials  in  both  Spanish  and 


English.  The  risk  of  any  ethical  concern  regarding  patients'  confidentiality  was  minimized 
by  having  only  staff  at  the  medical  clinics  mailing  and  addressing  the  packets.  In  this 
fashion,  members  of  the  research  team  did  not  have  access  to  patient  information  and 
patients'  confidentiality  was  respected.  Patients  who  received  the  packet  then  read  the 
materials  and  sent  their  signed  informed  consent  form  and  DDQ  back  to  the  research 

Due  to  extremely  low  response  rates  to  the  initial  mailing  (between  10%  and  30% 
across  clinics)  several  secondary  methods  of  patient  recruitment  were  instituted.  The  first 
method  involved  the  placing  of  posters  in  the  lobbies  of  each  clinic.  The  poster  informed 
patients  that  a research  team  from  the  University  of  Florida  desired  to  interview  patients 
about  their  health  care  and  that  patients  would  be  paid  for  their  participation.  The  poster 
had  materials  in  both  English  and  Spanish.  Small,  card-sized  slips  of  paper  were  attached 
to  each  poster.  These  slips  had  blanks  on  them  in  which  the  patient  could  write  his  or  her 
name,  address,  and  phone  number.  Patients  who  encountered  the  poster  and  were 
interested  in  participation  filled  out  a card  and  placed  it  in  an  envelope  on  the  poster. 
Posters  were  then  checked  weekly  to  obtain  the  completed  slips  from  patients.  Those 
patients  who  completed  slips  were  then  mailed  an  invitation  packet.  The  'invitation 
packet’  mailed  to  these  patients  consisted  of  the  same  materials  as  described  above,  with 
the  exception  of  the  letter  from  the  clinic  director.  Those  who  completed  participation 

assure  that  they  have  received  the  packet,  to  invite  them  to  return  the  informed  consent 
form,  and  to  encourage  their  participation.  Despite  follow-up  phone  calls  and  mailing  of 
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packets  via  the  poster  method,  response  rates  from  this  method  were  still  low  (less  than 
50%  across  clinics).  Many  patients'  addresses  were  incomplete,  phone  numbers  were 
incorrect  or  disconnected,  patients  had  moved,  patients  had  no  phone,  and  patients  often 
wrote  down  names  of  friends  who  attended  the  clinic  but  did  not  wish  to  participate. 

Due  to  the  substantial  difficulty  encountered  recruiting  participants  for  the  study, 
especially  among  African  American  men,  the  snowball  technique  was  utilized  as  a third 
recruitment  strategy.  This  method  consisted  of  asking  those  participants  who  were  willing 
to  participate  to  inform  friends,  neighbors,  and  other  contacts  to  participate  as  well.  This 
method  produced  approximately  one-third  of  the  final  sample  of  all  patients  and  one  half 
of  the  African  American  sample.  Once  individuals  had  been  contacted,  they  were  sent  the 
same  invitation  packet  as  above  and  informed  consent  was  obtained. 

Upon  reception  of  the  informed  consent  forms,  patients  were  telephoned  and  the 
project  was  explained  in  greater  detail.  The  patients  were  encouraged  to  ask  any 
questions  they  had  regarding  the  project.  Those  patients  who  had  returned  their  informed 
consent  forms  and  were  willing  to  participate  in  the  study  were  given  a date,  time,  and 
location  of  the  focus  group  to  be  conducted  in  their  area  for  patients  of  their  sex  and 
cultural  background.  For  Latino(a)/Hi5panic  patients,  all  telephone  calls  were  made  by  a 
bilingual  research  assistant.  A follow-up  letter  was  sent  a week  before  the  focus  group 
and  a follow-up  phone  call  was  made  to  each  participant  the  night  before  the  focus  group. 
Each  focus  group  consisted  of  a minimum  of  five  patients  and  a maximum  of  10  patients, 
again  divided  by  ethnicity  and  gender  (i.e  , 8 African  American  male  patients  in  one 
group). 
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Moderator  Selection  and  Training 

Multiple  moderators  were  needed  for  the  focus  group  sessions  as  patient- 
participants  varied  by  race,  gender,  location  of  residence,  and  language.  Moderators  were 
matched  with  patient  groups  based  on  gender,  ethnicity,  and  language  spoken.  Thus,  the 
focus  groups  consisting  of  African  American  men  were  moderated  by  an  African  American 
male  moderator  whereas  the  groups  consisting  of  female  Hispanic  patients  were 
conducted  by  a female  Hispanic,  Spanish-speaking  moderator. 

Moderators  were  recruited  based  on  the  following  criteria:  (a)  needed 
demographics  (i.e.  age,  gender,  racial  background,  and  languages  spoken),  (b)  general 
knowledge  of  or  training  in  counseling  and  group  process,  and  (c)  willingness  and 
availability  to  participate  Due  to  the  number  of  groups  to  be  moderated,  1-3  moderators 
were  sought  for  each  gender/ethnicity  group  (e.g.  two  Hispanic  females,  two  Caucasian 
males,  etc  ). 

Moderators  were  recruited  through  several  methods,  First,  advanced  students  in 
the  Counseling  Psychology  program  at  the  University  of  Florida  who  met  the  desired 
criteria  were  contacted.  Directors  and  professors  in  the  Department  of  Counselor 
Education,  the  University  Counseling  Center,  and  the  Department  of  Marketing  were  also 
contacted  in  order  to  obtain  the  names  and  qualifications  of  additional  possible 
moderators.  From  these  sources,  moderators  were  selected  and  trained.  The  final  group 
of  moderators  included  (a)  2 Afiican  American  female  advanced  doctoral  students  in 
Counseling  Psychology,  (b)  one  licensed  Afiican  American  male  psychologist  and  one 
African  American  male  with  a bachelor's  degree,  (c)  2 Caucasian  female  advanced 


doctoral  students  in  counseling  psychology,  (d)  2 Caucasian  male  advanced  doctoral 
students  in  counseling  psychology,  (e)  1 female  Hispanic  doctoral  candidate  in  marriage 
and  family  therapy  and  1 female,  senior  undergraduate  student  researcher  in  psychology, 
and  (d)  1 Hispanic  male,  advanced  doctoral  student  in  counselor  education.  Moderators 
ranged  in  age  from  22  to  55.  Moderators  received  50  dollars  in  compensation  for  each 
focus  group  they  moderated,  and  10  dollars  for  each  hour  they  spent  in  training,  traveling, 
or  in  preparation  for  each  focus  group. 

All  moderators  received  two  hours  of  training  before  leading  a group.  Training 
consisted  of  both  didactic  and  experiential  components.  Training  was  provided  by  a 
clinical  psychologist  and  a doctoral  candidate  in  counseling  psychology,  both  of  whom  had 
experience  in  interviewing  and  qualitative  research  methods.  Training  consisted  of  (a)  an 
overview  of  the  project  and  the  AHEC  system  (b)  moderating  skills  (Krueger,  1998),  (c) 

'debrief  after  the  focus  group  (c)  review  and  discussion  of  a video-taped  focus  group  and 
(f)  discussion  of  ways  to  show  respect  for  and  be  sensitive  to  the  focus  group  participants. 

An  assistant  moderator  attended  each  focus  group  in  order  to  aid  the  moderator  in 
the  managing  of  equipment  (e.g.,  tape  recorders  and  microphones),  setting  up  the  room, 
taking  short  notes,  and  serving  refreshments.  Assistant  moderators  were  recruited  from 
the  group  of  undergraduate  research  assistants  who  were  familiar  with  the  project  and 
who  were  involved  in  each  phase  of  the  study  (i.e  undergraduate  members  of  the  research 
team).  Both  moderators  and  assistant  moderators  for  the  Hispanic  groups  spoke  Spanish 
fluently.  The  assistant  moderators  were  given  an  overview  of  the  training  covered  more 
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in-depth  with  the  moderators  and  were  trained  in  their  specific  responsibilities  during  a 
one-hour  training  session  prior  to  the  first  focus  group.  Assistant  moderators  were  not 
compensated  for  their  participation  other  than  the  academic  credit  they  received  for 
participation  as  members  of  the  ongoing  research  team. 

Focus  Group  Planning  and  Administration 

Upon  completion  of  training,  moderators  and  assistant  moderators  were  'matched' 
with  participants  and  the  focus  groups  were  organized.  Focus  groups  were  conducted  in 
the  public  libraries  of  the  communities  in  which  patients  resided  or  in  a meeting  room  at 
the  University  of  Florida,  Department  of  Psychology.  In  order  to  assure  that  a minimum 
of  S patients  attended  each  group,  12  to  13  of  those  patients  who  had  agreed  to 
participate  were  contacted  via  telephone  by  graduate  and  undergraduate  researchers  and 
were  informed  of  the  time  and  location  of  the  focus  group.  The  nature  and  purpose  of  the 
focus  group  was  also  explained  to  patients (i.e.,  a group  discussion  where  you  and  a group 
of  other  patients  will  be  asked  questions  and  you  can  freely  give  your  opinion)  and  any 
questions  they  had  were  answered.  Phone  calls  to  Hispanic  patients  were  made  by 
research  assistants  fiuent  in  Spanish.  Those  who  were  able  to  and  agreed  to  participate  in 
the  focus  group  (approximately  80%  of  those  telephoned)  were  then  mailed  a reminder 
letter  indicating  the  time  and  place  of  the  focus  group.  The  letter  also  contained  a map 
and  directions  to  the  location  and  a reminder  that  patients  would  be  compensated  S25  for 
their  participation.  The  night  before  each  focus  group,  those  patients  who  stated  they 
would  be  attending  the  group  were  telephoned  and  were  reminded  of  the  time  and  place  of 
the  group. 


Moderators  arrived  at  the  designated  location  for  each  focus  group  before 
participants  in  order  to  briefly  greet  each  participant  in  an  attempt  to  make  her  or  him  feel 
comfortable.  Refreshments  were  available  in  order  to  facilitate  discussion  and  comfort 
Before  beginning  the  'questioning  route.’  half  of  the  groups  completed  the  ‘Supplemental 
Research  Questionnaire’  (SRQ).  The  other  half  of  the  groups  responded  to  the  SRQ  after 
completion  of  the  group  in  order  to  counterbalance  for  any  pre-  and  post<discussion  bias 
which  may  have  occurred. 

After  completion  of  the  SRQ  (for  those  groups  who  completed  it  before  the 
discussion),  the  moderator  verified  that  each  participant  had  a visible  name  plaque  in  front 
of  him  or  her  on  the  table.  The  moderator  then  reminded  the  participants  that  each  focus 


Moderators  informed  patients  that  participants’  comments  would  remain  anonymous- 
names  were  to  be  deleted  or  changed  when  transcribing  the  data. 

In  addition,  moderators  informed  patients  that  the  clinic  they  attended  would  have  no 
access  whatsoever  to  what  is  disclosed  in  the  group,  but  that  a general  report  of  all 
findings  will  be  delivered  to  the  regional  AHEC  administration  Patients  were  also  told 

clinic,  the  central  AHEC  office  in  Gainesville,  or  the  principal  investigator.  Upon 
completion  of  the  group,  the  moderator  then  provided  each  patient  with  an  envelope 
containing  25  dollars  in  compensation  for  their  participation.  Moderators  and  assistant 
moderators  then  ‘debriefed’  after  each  group,  meaning  they  discussed  the  major  findings 


n.  as  detailed  in  the  informed  consent. 


related  to  each  question.  The  moderators  then  briefly  documented  their  findings  and 
feelings  for  future  consultation  by  the  research  team. 

The  audio  tapes  collected  from  the  focus  groups  were  then  transcribed  by 
undergraduate  research  assistants  who  had  served  as  assistant  moderators  in  the  focus 
groups.  All  groups  conducted  in  Spanish  were  first  transcribed  in  Spanish.  Those 
research  assistants  who  attended  and  transcribed  the  Spanish  focus  groups  then  translated 
each  transcript,  with  another  bilingual  assistant  reviewing  the  transcript  a second  time  for 
accuracy.  Once  all  audio-taped  had  been  transcribed  and  the  Spanish  transcripts 
translated,  they  were  submitted  lor  analysis  as  described  below. 

Data  Analysis:  Focus  Group  Transcripts 

As  1 8 focus  groups  were  (3  focus  groups  for  each  of  the  six  ethnicity/gender 
combinations),  18  transcripts  were  subjected  to  analysis.  The  author  adhered  to  the 
following  protocol  in  all  18  analyses: 

1 . The  lead  analyst  read  each  transcript  through  one  time  in  order  to  become 
familiar  with  the  transcript  and  group.  The  analyst  then  read  all  assistant  moderator  notes, 
the  debriefing  notes,  and  the  summary  of  the  focus  group  created  by  the  moderator  and 
assistant  moderator.  The  purpose  of  this  initial  reading  was  to  familiarize  the  analyst  with 
the  content  and  general  flow  of  the  focus  group.  Preliminary  reading  of  the  transcripts  is 
considered  a fundamental  step  in  analysis  by  most  authorities  in  the  area  (Strauss  & 
Corbin,  1990;  Krueger,  1988;  Lincoln  & Guda,  1985;  Morgan,  1997). 

2.  As  is  frequently  done  in  focus  group  data  analysis  (Krueger,  1988),  upon 
completion  of  initial  reading  of  the  notes  and  the  transcript,  the  analyst  then  partitioned  the 


; itself.  In  addition,  befor 


analysis'.  For  example,  texts  can  be  analyzed  word  by  word,  sentence  by  sentence,  or 
paragraph  by  paragraph.  For  the  purposes  of  this  study  which  aimed  to  understand 
themes  and  meanings  presented  by  patients,  the  primary  ‘unit  of  analysis’  chosen  was  a 

The  first  phase  of  coding  (i.e.  during  the  2nd  reading)  consisted  of ‘open  coding' 
(Crabtree & Miller,  1992;  Morgan,  1992,  1993,  Strauss*  Corbin,  1990).  The  analyst 
read  each  line  of  text  looking  for  each  general  idea  or  theme  (Lincoln  & Guda,  1985) 
which  emerged  horn  the  text.  The  analyst  then  chose  a 'descriptor'  or  'code'  which 
captured  the  nature  of  this  instance.  For  example,  if  a patient  said,  ‘the  doctors  here  don't 
care  about  you'  then  this  idea  would  receive  a code  such  as  'physician  lack  of  concern  ' 
Each  time  a different  idea  or  theme  emerged  from  the  data,  the  analyst  would  label  this 
section  of  text  with  a code  label.  This  was  done  on  a word  processor  by  highlighting  the 

involved  ‘physician  lack  of  concern'  were  consistently  highlighted  with  the  same  color 
throughout  the  transcript  The  analyst  would  then  read  the  next  sentences  of  the  transcript 
highlighting  and  labeling  each  code’  or  theme  as  they  emerged.  It  is  important  to  note 
that  this  first  ‘open  codes’  developed  in  this  step  were  highly  tentative  and  subject  to 


of  analysis.  The 


4.  After  the  analyst  had  completed  the  first  round  of  open-coding,  he  then 
returned  to  the  beginning  of  the  text  and  refined  and  verified  each  coded  instance.  For 
example,  as  the  analyst  approached  each  section  of  text  (which  had  been  highlighted)  for 
the  second  time,  the  analyst  on  occasion  concluded  that  the  initial  code  of  'negative 
physician  behaviors'  actually  seemed  to  represent  two  sub-codes  such  as  'physicians'  lack 
of  concern’  and  'physician  arrogance'  The  purpose  of  this  process  was  to  verify  that  each 
coded  instance  fit  nicely  into  a specific  category  (code).  In  this  process,  the  analyst 
engaged  in  'constant  comparison'  by  checking  each  previously  coded  area  with  each  code 
to  both  verify  that  the  portion  of  text  belongs  with  a certain  code,  as  well  as  to  refine  and 
clarify  the  codes.  This  process  resulted  in  more  specific,  refined,  and  clear  codes.  The 
analyst  then  developed  a tentative  'rale'  for  the  code  which  is  a brief  description  of  what 
the  code  includes  and  what  the  code  does  not  include  As  these  'rules'  became  more 
clear,  they  were  applied  to  the  remaining  portions  of  the  text.  For  example,  patients 
repotted  many  nonverbal  behaviors  which  led  to  comfort.  Hence  the  'rule'  for  the  code  of 


'physician  nonverbal  behavior'  stated  that  such  behaviors  as  eye  contact,  touch,  etc.  were 
included  in  this  code  whereas  comments  regarding  physicians’  explanations  would  not. 
The  ultimate  goal  of  this  process  of ‘constant  comparison’  is  to  achieve  saturation 
(Strauss  and  Cotton,  1990;  Williams,  Abbott,  & Taylor,  1997;  Glaser  & Strauss,  1967). 

a patient)  can  be  easily  and  logically  'coded'  into  a category.  Upon  reaching  saturation, 
new  data  contained  in  the  transcripts  no  longer  necessitates  the  creation  of  new  codes  or 
thematic  categories 


After  each  transcript  had  been  coded  in  its  entirety,  the  analyst  then  separated 


the  transcript  (already  divided  by  topic  area)  by  code.  For  example,  instances  of  patients' 
responses  tailing  under  the  code  of ‘negative  physician  behaviors'  were  excised  from  the 
text  and  were  organized  separately  into  a new  file  labeled  with  the  code  Thus,  each 
portion  of  text  belonging  to  a code  was  separated  from  the  text  and  was  grouped  with 
similar  instances  of  the  same  code.  This  final  ‘grouping’  allowed  the  researcher  to 
organize  results  and  combine  them  with  the  results  of  other  focus  groups  as  described  in 

6.  In  step  six,  the  codes  developed  within  each  topic  area  were  combined  for  each 
ethnicity.  For  example,  codes  for  'comfort  with  physician'  were  developed  for  each  of  the 
six  African  American  focus  groups  (3  female,  3 male).  In  this  step,  all  of  the  codes 
developed  for  each  of  the  six  focus  groups  were  combined  into  one  file.  Codes  that 
occurred  more  than  once  or  were  identical  in  nature  were  condensed  into  one  code.  For 
example,  if  an  African  American  male  group  provided  responses  which  were  coded  by  the 
analyst  as  ‘physician  competence'  and  then  an  African  American  female  group  responded 
similarly  resulting  in  another  code  of 'physician  competence’,  then  the  codes  developed 
for  the  two  groups  were  combined  into  one  general  code  of  'physician  competence'  rather 
than  repeating  codes.  In  this  fashion,  repetitive  codes  were  eliminated  and  the  'final' 
codes  became  much  more  clear  and  defined  for  each  ethnic  group. 

7.  After  codes  had  been  finalized  for  each  ethnicity,  an  attempt  was  made  to  gain 
some  indication  as  to  the  relative  importance  or  frequency  of  each  code  area  For 
example,  many  patients  discussed  'physician  competency'  as  an  issue  related  to  comfort, 


whereas  only  one  palienl  mentioned  the  physician’s  age  as  related  to  his  or  her  comfort 
level  In  order  to  gain  some  estimate  as  to  the  importance  of  codes,  codes  were  divided 
into  Level  I and  Level  II  codes.  Codes  were  determined  to  be  Level  I codes  if  more  than 
two  patients  in  two  or  more  groups  (consisting  of  patients  of  the  same  ethnicity)  reported 
the  idea  or  theme.  Level  II  codes  were  those  which  did  not  occur  as  frequently  or  were 
determined  to  be  idiosyncratic.  The  final,  refined  codes  for  each  topic  area  and  each 
cultural  group  are  presented  in  the  Results  section  which  follows. 


CHAPTER  IV 
RESULTS 


This  chapter  presents  the  qualitative  results  of  the  eighteen  focus  groups  that  were 
conducted  for  this  study  as  well  as  the  results  of  the  quantitative  (supplementary  response 
questionnaire)  data  analyses.  The  qualitative  results  from  the  focus  group  portion  of  the 
study  are  reported  in  the  first  half  of  the  chapter.  As  detailed  in  the  method  section  of  this 
paper,  the  transcripts  produced  from  each  focus  group  were  analyzed  following  principles 
of  grounded  theory  (Glaser  & Strauss.  1967),  specifically,  constant  comparative  analysis. 
This  process  of  analysis  distilled  the  raw  transcript  data  into  preliminary  ‘codes'  (theme 
areas)  which  were  then  refined  into  final  ‘codes.’  A code  in  investigations  such  as  this  one 
represents  a grouping  of  similar  themes  or  ideas  which  were  supplied  by  participants.  For 
example,  statements  which  concerned  physicians’  competence  have  been  grouped  together 
and  labeled  with  the  'code'  of ‘physician  competence.'  Hence,  the  section  of  this  chapter 
which  presents  the  results  of  the  focus  groups  consists  of  descriptions  of  the  various 
‘codes'  which  were  developed  from  the  raw  transcript  data. 

The  first  half  of  this  chapter  presents  the  final  ‘codes’  (as  opposed  to  preliminary 
codes  which  are  developed  during  the  analysis  process)  that  were  developed  for  each  of 
the  four  major  topic  areas  discussed  in  the  focus  groups:  trust  in  physician,  comfort  with 
physician,  physicians'  sensitivity  to  and  respect  for  patients'  cultural  background,  and 


cultural  issues  in  the  physician-patient  relationship.  Results  are  presented  separately  for 
African  American  patients.  Caucasian  American  patients,  and  Hispanic  American  patients. 

Codes  have  also  been  divided  into  two  levels.  Level  I codes  are  those  which  were 
most  prominent  and  appeared  to  be  the  most  important  in  the  focus  group  discussions. 
Codes  were  determined  to  be  Level  I codes  if  more  than  two  patients  in  more  than  two 
different  groups  stated  the  same  idea  or  theme.  For  example,  several  patients  in  more  than 
two  of  the  same  culturally  similar  focus  groups  discussed  ‘physician  competence’  and 
therefore,  this  code  was  given  a Level  I status.  Codes  that  appeared  less  frequently,  such 
as  those  mentioned  by  one  or  two  participants,  and  yet  were  deemed  to  be  important  by 


importance  of  results  does  not  possess  the  same  reliability  or  validity  that  true  quantitative 


theme  areas  occurred  most  frequently. 

In  each  topic  area,  a complete  list  of  all  codes  is  presented  in  table  form  along  with 
illustrative  statements  or  examples  of  each  code.  Within  the  tables,  Level  I codes  are 
presented  first,  followed  by  Level  II  codes.  Also,  it  is  important  to  note  that  many,  if  not 
most  codes,  contain  both  negative  and  positive  statements  made  by  patients  For  example, 
one  patient  may  have  stated  that  he  trusts  his  physician  because  he  or  she  seemed  to  be 
knowledgeable  and  competent  whereas  another  may  have  stated  that  she  does  not  trust 

be  included  in  the  code  of  'Physician  Competence/Incompetence  ’ 


Although  this  method  of  differentiating  the 


methods  do,  it  does  however, 


Some  codes  emerged  in  discussion  of  more  than  one  topic  area,  For  example, 


physicians.  In  the  tables  that  follow,  those  codes  which  occurred  within  more  than  one 
topic  area  are  marked  as  such  by  an  italicized  letter  which  follows  each  code.  For 
example,  if  African  American  patients  reported  that  'physician  competence'  related  to 
both  trust  in  physician  and  comfort  with  physician  then  the  code  'physician  competence’ 
would  be  listed  on  the  ‘trust  in  physician'  table,  followed  directly  by  on  italicized  ‘C’ 
indicating  the  code  occurred  for  the  ‘comfort’  question  as  well.  An  italicized  ‘T’  indicates 
that  the  code  occurred  within  the  topic  of  trust,  whereas  an  italicized  ‘SR’  and  ‘CF 
indicate  that  the  code  also  occurred  within  the  topic  areas  of  ‘physician  sensitivity  and 
respect’  and  'cultural  issues',  respectively. 

Many  codes  also  emerged  within  a topic  area  for  all  cultural  groups  (i.e.,  patients 
from  all  three  cultural  groups  discussed  physician  competence).  In  order  to  identify  those 
codes  which  were  similar  (again,  within  a topic  area  such  as  trust)  for  each  cultural  group, 
a superscript  AA  (African  American),  CA  (Caucasian  American)  or  HA  (Hispanic 
American)  has  been  placed  next  to  each  code  which  occurred  for  more  than  one  of  the 
participant  groups. 

The  second  half  of  this  chapter  presents  the  quantitative  results  of  the 
Supplementary  Response  Questionnaire  that  was  administered  verbally  to  each  group  of 
participants  either  before  or  after  the  focus  group  discussion  (counterbalanced 
administration).  Specifically,  results  of  analyses  conducted  to  answer  the  following 


research  questions  are  presented: 


(1)  Is  there  a relationship  between  patient's  reported  satisfaction  with  their  health 
care  and  each  of  the  following  variables:  a)  patients'  perceived  trust  in  their 
physician  b)  patients'  perceived  comfort  with  their  physician  and  c)  patients' 
perceived  cultural  sensitivity  of  their  physician. 

(2)  Are  there  differences  in  patients'  reported  satisfaction  with  their  health  care, 
perceived  trust  in  their  physician,  perceived  comfort  with  their  physician,  and 
perceived  cultural  sensitivity  of  their  physician  in  association  with  gender,  cultural 
group,  and  the  interaction  of  gender  and  cultural  group? 

(3)  Arc  there  differences  in  patients'  reported  satisfaction  with  their  health  care, 
perceived  trust  in  their  physician,  perceived  comfort  with  their  physician,  and 
perceived  cultural  sensitivity  of  their  physician  in  association  with  the  similarity  (or 
difference)  between  patients'  gender  and  cultural  group  and  the  gender  and 
cultural  group  of  the  patients’  physician? 

African  American  Patients 

This  section  presents  the  final  codes  which  emerged  from  focus  group  participants’ 
responses  to  the  following  two  questions  regarding  patients'  trust  in  their  primary  care 
physician:  I ) What  makes  you  trust  your  doctor?  and  2)  What  could  he  or  she  do  to  make 
you  trust  him  or  her  more?  Tables  4. 1,  4.2,  and  4.3  summarize  the  final  codes  and 


provide  examples  of  each  code  for  African  American  patients,  Caucasian  American 


Level  1 Codes: 

Illustrative  Examples  of  Codes: 

11  a-»(fW  rijcuu 

"To  mo  Hr  R liMMU  QUo  tietane  It’o  111  - tU'c  llrtaninn 

SSB.E 'problem  ^ore" 

C5mmun.ca.10n  Problems 

L0S^No?a  Miracle 

KjS1&"V*f».S32-,wlfc 

Kto f&ffi  s“ch  him  in  a lie  If  1 “,ch  Wm  in  a 

gasses-. 

Level  I Codes: 

SSSStSS'-4-'"-*- 

Thoroughness  (SR)  CAJW 

Level  H Codes: 

pssr 

g»fisa'ja'isai»-. 

Considerate 

sesB^r-' 

...  . .. 

rrr.00!!'!!0  “mc.  ItirL..  ~ 

s,de 

Level  n Codes: 

fcS— 

Table  4.: 


Level  I Codes: 

Illustrative  Examples  of  Codes: 

ssatjagga 

g « 

assess*****' 

iSSSis 

attfisassass " ’*•  “ ™ “ ,r 

”tf  It,»),v.  y„„  

%$B@E3G3S&^ 

Level  I Codes: 

Illus.ra.ive  Examples  of  Codes 

jssassw 

liSpSSSIsi 

IgtSSSe 

tt&SM*f,yourow"body 

Kg^.S.-KftSS&'SSi. 

General  Kindness  and 

SliSSBSSSS”'' 

E3gfSl^d~’ 

arS55HaS?BS!a 

Tabic  4.3 


Level  1 Codes: 

Illustrative  Examples  or  Codes: 

Listens  and  Fields 

Questions  (O^ 

down  “d  ,3lk- 1 “ lhe  pa',em 

Explanations  (Cf* 

Table  4.3-continued. 


Level  I Codes: 

Illustrative  Examples  of  Codes: 

Demonstration  of  Concern 
Patients  best  interest  at 
heart  (C.SR) 

". . .and  he  just  makes  me  trust  him.  1 know  that  I can 
trust  him  because  he's  going  to  try  and  help  me  as  much 

“Sometimes  you  don’t  trust  the  doctors  because  all  they 
care  about  is  to  earn  their  money.’’ 

Level  n Codes: 

Lack  of  Trust 

"Trust?  1 really  don’t  trust.” 

Appropriate  RcferralCA 

“When  he  (the  doctor)  sees  something  be  can't  resolve, 
he  then  sends  me  to  another  doctor  that  can  help  me.” 

Portrays  Confidence 

“If  they  don’t  portray  confidence  how  can  you  tell  them 
anything?" 

Thorough  Exam  AACA 

“In  my  case  (I  trust  him  because)  it  would  be  because  he 
checked  me  out." 

v'  similar  or  identical  code  occurred  for  African  American  patients  for  same  topic 
^ similar  or  identical  code  occurred  for  Caucasian  patients  for  same  topic 
C=  similar  or  identical  code  occurred  for  HA  in  comfort  topic 
SR=  similar  or  identical  code  occurred  for  HA  in  sensitivity  and  respect  topic 
Cl=  similar  or  identical  code  occurred  for  HA  in  cultural  issues  topic 

As  is  evident  from  the  preceding  tables,  results  indicate  substantial  similarity  in  the 
responses  of  each  cultural  group  regarding  those  physician  behaviors  which  lead  to  the 
development  of  trust  in  physician-patient  relationships.  For  example,  listening  well  and 
asking  questions,  physician  competcnce/incompetcnce,  thoroughness  of  examination,  and 
physicians'  recognition  of  their  own  limitations  were  consistently  mentioned  by  patients 
from  each  cultural  group  as  being  essential  to  the  development  of  trust.  Patients  also 
reported  trusting  those  physicians  who  treated  the  patient  as  an  individual;  patients  trust 
physicians  who  knew  their  name,  their  medical  history,  and  recalled  some  personal 
information  about  the  patient.  Despite  this  consistency  of  findings,  several  unique  codes 
also  emerged  for  each  group,  these  can  be  easily  identified  by  reference  to  the  tables. 


Lcvd  I Codes: 

Illustrative  Examples  of  Codes: 

isss® 

8*“=** 

gives  you  i tolSflSS 

s^z"i“z“r‘ 

Level  1 Codes: 

Ulus.ra.ive  Examples  of  Codes: 

BSB*. 

SsiSS?.6“ 

ssssassss'*' 

Cominuity/Chanoe  of 

PhysicianVT* 

sftMsac.S'Ssass” 

“I  jus.  wan.  .0  see  one  person,  dial’s  it." 

gjgjojgjjtf. 

gaffiBfersiK«s,i,,s.L, 

Thoroughness 

Level  1 Codes: 

Illustrative  Examples  of  Codes: 

Sl?“ 

SiSSSSS. 

taT&”feel  like  1 have known  u*m  for  a ,onB  ,ime' 

8*2“ 

3sass'-'""™““">*n- 

Level  n Codes: 

£=£•** 

jg^&££553  hSandS^ST W“  " 

Relates  wen  10  Children 

sa*-"' 

job  done,  I ain’t  go,  a problem  " 

s^sMSgs&ssr" 

Level  I Codes: 

Illustrative  Examples  of  Codes: 

S-sSssaSr-'*- 

SsbSs!s£*' 

BP*®- 

^■csernssr'-es 

es®*“ 

=^~w“ 

case." 

j§^ 

Level  I Codes: 

Illustrative  Examples  of  Codes: 

“Youshyuld  be  ab|e  to  have  a doctor  that's  . „ 

ikISSESIF1”— 

assas* 

a^gg»i-R*w«- 

“m?eUffodmo?myPnCe  °f 

ofPMc<ia0nn-nU',y'ChanS' 

&KK s?’ 

Communication  Problems 

“H.  (,!,»  A^r)  AiAn’’  ™v  Pngilicti  v~y  ,„„ll  - 

(«o, 

;'Js,SE,ri”S^rss®r“l 

BSSSSP- 

^SlSSSsEL. 

Level  II  Codes: 

Sg*' 

Lack  of  Thoroughness  (7) 

SE-SSSSi 

ssn^tttastsasss- 

Age  Similarity 

35s3 : sgxisi*- 

riprnnecc  In  A Irrrnifiw 

“H-  Home  H.  I.  v„v  ripen  tn  hnlinin  M...  in  „F 

Treatments 

Waiting 

lEB#r— 

astssrttssijstess’sszs.*’ 

SSSS“*& 

Level  1 Codes: 

Illustrative  Examples  or  Codes: 

Gag?* 

SSUX^gSSlSSffSSL- 

people  faster.’1 

SSKSSSMCiSSkS*””"”” 

ass** - 

K"S.1&&1KrS.‘S£- 

ggiasssi. 

“hi^«„^nes  he  8ivesyoulik' ,hey  don', 

Level  D Codes: 

Nice,  Kind  personality  “ 

Wan„,  Personal  Greeting 

^g^wsscpjasa*" 

Non-Defensive 

^^vidualizcd 

pSSSr- 

Listening  Skills  (T.SK) 

KBft'X,?"-’"’--'-*- 

W"-" 

sssess™ 

»c"“” 

SE2Sfl3S“ 

don^have  ho^^t^r^Ml'a^rove  me  for  gS'" 

f.’SWSSMfisaasis 1 

“similar  or  identical  i 


As  with  the  results  for  the  trust  in  physician  topic  area,  results  for  the  comfort  with 
physician  area  were  highly  similar  across  cultural  groups.  Patients  reported  experiencing 
comfortable  relationships  with  physicians  who  listened  well,  provided  good  explanations  in 
understandable  language,  demonstrated  concern,  spent  time  with  the  patient  and  did  not 
rush,  and  who  were  competent.  Patients  felt  uncomfortable  with  physicians  who  seemed 
to  iook  down'  on  patients  or  who  were  rude  or  arrogant.  Patients  wanted  to  be 
recognized  and  treated  as  individuals.  Patients  also  stated  that  financial  concerns  were 
very  important  to  them.  Patients  reported  more  comfort  with  physicians  who  were 
sensitive  to  financial  struggles  of  their  patients  and  made  efforts  to  assist  patients  as 
needed.  These  findings  are  also  highly  consistent  with  the  general  results  found  for  the 
topic  area  of 'trust  in  physician.'  Indeed,  there  was  substantial  overlap  in  final  codes 
between  the  results  for  'trust  in  physician’  and  'comfort  with  physician.' 

Some  unique  findings  were  noted  among  groups  however.  African  American 
stated  that  crowded  clinics  and  gender  differences  between  physician  and  patient  resulted 
in  less  comfort  whereas  extra  efforts,  follow-up,  and  sensitivity  to  patient's 
privacy/confidentiality  resulted  in  greater  perceived  comfort.  Caucasians  reported  less 
perceived  comfort  when  (a)  physicians  did  not  speak  English  well,  (b)  physicians  changed 
frequently,  (c)  female  patients  were  viewed  as  lacking  in  knowledge,  and  (d)  significant 
differences  in  age  between  the  patient  and  physician  existed.  A few  Caucasian  patients 
reported  feeling  more  comfortable  with  a physician  of  the  same  gender  and  with  those 
physicians  who  were  open  to  alternative  treatments.  Hispanic  American  patients 
emphasized  the  necessity  of  having  either  a physician  who  spoke  Spanish,  or  the 


availability  of  translators  who  were  effective.  This  seemed  to  be  a common  area  of  need 
which  was  not  met  within  the  clinics  Some  Hispanic  patients  also  reported  that  they 
perceived  discrimination  in  services-they  received  service  after  longer  waiting  periods, 
others  went  before  the  Hispanic  patients,  etc. 

Physician  Cultural  Sensitivity  and  Respect 
Results  in  this  section  come  from  patients'  responses  to  the  following  questions 
which  were  posed  during  the  focus  groups:  1)  Is  your  doctor  sensitive  and  respectful  to 
you  and  your  unique  needs9  If  so,  what  specific  things  does  he  or  she  do  to  make  you  feel 
this  way?  2)  What  could  he  or  she  do  to  show  you  more  respect  and  be  more  sensitive  to 
your  needs9 

Table  4 7, 4.8,  and  4 9 present  the  final  codes  and  illustrative  examples  of  each 
code  developed  for  African  American,  Caucasian  American,  and  Hispanic  American 
patients'  responses  in  the  topic  area  of  physicians'  sensitivity  and  respect,  respectively. 
Table  4.7 

Final  codes:  Physicians'  sensitivity  and  respect,  African  American  patients 


Level  I Codes: 

Illustrative  Examples  of  Codes: 

Takes  Time  For  Good 
Explanations  (C,  Cl) 

"They  want  you  to  ask  questions  and  they  will  explain  it  and 
make  sure  you  understand  the  answer.. .that's  how  I feel." 
"She  explained  what  I had  and  asked  more  about  the 
symptoms  She’s  given  me  a printout  of  my  medication  and 

"She's  good  at  keeping,  up  with  your  labs... and  she  be  ready 
to  tell  you  everything  about  your  lab." 

Level  I Codes: 

Illustrative  Examples  of  Codes: 

Listens  (71  C,  C/)** 

SJ,»" 

g^£SS35£&» 

zrja^sasssgtrxsitsr. 

naam1*"1 

o^o-ytm’re  s^ciaL^ n^es^tTO'fcel^od6"^6  0n^ 
treat'  ” S“PP0SCd  10 

,c 

" Most  of  the  doctors  call  me  by  my  las,  name  " 

Felt  Like  a “Guinea  Pig" 

Level  1 Codes: 

Dlustraiive  Examples  of  Codes: 

a=iS&. 

radiallmfand  swff'''106'716**  ab°U‘  “ Wbe"  ‘ ““  BOinS  “ 

3S5ksss®3s  mbs* 

apKfc, 

sssssszssisr™ 

SafeSMP' 

SA'WjS  ,0  change  my 

BBMaal 

iHassasasp**1- 

I6SSSSSW"' 

“She  does  the  whole  idne  yards.” 

LT^L.1- 

113 


Level  I Codes: 

Kuslralive  Examples  of  Code: 

ssar*"4 

Vrot3lizedServ.ee 

sgjtjgj3sfiBB)ar> 

S=  ‘J-  J 

Me  „V«  „m.  H.  Hn~nN  „,rf,  in  nr  n.rh  n,„ 

itt'&ssstsss?  “ 

1 felt  that  the  doctor  thought  he  was  better  than  mo 

They  seem  to  make  (all  people)  comfortable 

Table  4.8-continued. 


Level  I Codes: 

Illustrative  Examples  of  Code: 

Lack  of  Information 
Sharing 

(The  doctor)  she  spoke  very  little  English  and  it  was  a big 
communication  thing... and  1 really  couldn't  find  out  nothing 
out  of  her  and  she  wouldn't  let  me.  I want(cd)  to  be  kept 
up  on  what  was  going  on.  and  I couldn't  get  no  answers. 
Just  silly  things  like  when  you  come  in  and  they  take  your 
temperature  and  blood  pressure  and  I want  to  know  what  it 

**  similar  or  identical  code  occurred  for  African  American  patients  for  same  topic 

>u  similar  or  identical  code  occurred  for  Hispanic  patients  for  same  topic 

T=  similar  or  identical  code  occurred  for  CA  in  trust  topic 

C=  similar  or  identical  code  occurred  for  CA  in  comfort  topic 

Cl-  similar  or  identical  code  occurred  for  CA  in  cultural  issues  topic 


Table  4.9  presents  the  tinal  codes  and  illustrative  examples  of  those  codes 
developed  for  ‘physicians’  sensitivity  and  respect’  which  were  developed  for  Hispanic 
American  patients. 

Table  4.9 


Final  codes:  Physician  sensitivity  and  respect.  Hispanic  American  patients 


Level  1 Codes: 

Illustrative  Examples  of  Codes: 

Efforts  to  Communicate, 
in  Spanish  As  Needed 

(CO) 

"He  always  has  a nurse  present,  especially  if  you're 
Hispanic,  so  that  the  nurse  can  translate  to  the  patient  what 
the  doctor  needs  to  do  and  why  the  doctor  has  to  do  it.” 
“He  communicates  very  well." 

“It’s  important  to  have  someone  who  knows  Spanish  so 
they  can  understand  us,  “ 

Takes  Time/Listens 
(T.  C)cUa 

“He  doesn’t  take  time  with  the  patient  ..he  wants  to  leave 
one  immediately.’’ 

"If  the  doctor  listens  to  me  and  treats  me  with  respect, 
that’s  what  I need  " 

Level  I Codes: 

nius.ra.iveE.amp.es  of  Codes: 

SSfiftS&M 

8S—T— 

"IF.noy  r„  ™n  " 

Awareness  of  and 

asxsssssrs's^1 

Level  II  Codes: 

questions” rcspccl  He  d°“" 1 ■*  ""  Ul~ 

and  >°u  *° 

--L- 

£b”- 
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Table  4.9-continued. 


Level  II  Codes: 

Demonstration  of 
Concem/Follow 
Through  O'.C.CF)  AAXA 

‘‘When  they  release  you  they  should  follow  through  and  ask 
if  you  are  okay." 

" similar  or  identical  code  occurred  for  African  American  patients  for  same  topic 
CA  similar  or  identical  code  occurred  for  Caucasian  patients  for  same  topic 
T=  similar  or  identical  code  occurred  for  HA  in  trust  topic 
C=  similar  or  identical  code  occurred  for  HA  in  comfort  topic 
CI=  similar  or  identical  code  occurred  for  HA  in  cultural  issues  topic 

The  results  of  the  focus  groups  for  ‘physician  cultural  sensitivity  and  respect'  as 
reported  in  Tables  4. 7-4.9  indicate  substantial  overlap  in  findings  among  cultural  groups. 
Once  again,  themes  of  good  listening  skills  and  explanations,  demonstration  of  concern, 
personal  knowledge  and  individualized  service,  and  sensitivity  to  financial  concerns 
emerged  from  the  data.  Unique  findings  for  African  American  patients  included  denial  by 
several  patients  of  difficulties  due  to  race-many  patients  reported  perceiving  an  ‘equal 
treatment  for  all’  standard  with  their  physicians.  African  Americans,  however,  desired 
physicians  who  were  aware  of  and  knowledgeable  about  the  unique  conditions  and 
characteristics  of  African  Americans  such  as  diet  and  blood  pressure  concerns.  A unique 
theme  among  Caucasian  patients  was  the  idea  that  the  clinics  were  more  positively 
racially-integrated,  both  among  patients  and  physicians,  than  ever  before.  Patients, 
however,  still  lamented  the  arrogance  of  some  physicians.  They  also  desired  more 
information  than  their  providers  would  provide  on  occasion.  Hispanic  American  patients 
desired  physicians  who  were  able  to  speak  and  understand  Spanish,  or  who  had  effective 
systems  in  place  to  meet  this  need.  A few  Hispanic  patients  felt  that  there  was 
discrimination  in  the  way  services  were  rendered. 


Cultural  Issues 


African  American  Patients 

This  section  presents  codes  developed  from  patients'  responses  concerning  cultural 
issues  which  may  present  themselves  in  physician-patient  relationships.  This  subsection 
will  cover  results  from  the  following  questions:  1 ) Finally,  sometimes  doctors  and  patients 
differ  in  terms  of  background,  for  instance  racial,  language,  or  social  background  are  often 
different. ..Does  this  ever  cause  a problem  in  your  relationship  with  your  doctor?  If  so 
how?  2)  What  could  your  provider  do  to  show  that  he  or  she  is  sensitive  to  your  needs 
and  is  respectful  of  you  as  an  African  (Caucasian,  Hispanic/Latino)  American?  and  3) 

What  can  doctors  do  to  become  better  at  helping  patients  from  your  racial,  language  or 
cultural  background? 

Tables  4. 10, 4.1 1 , and  4. 12  present  the  final  codes  and  illustrative  examples  of 
codes  regarding  cultural  issues  in  the  physician-patient  relationship  for  African  American, 
Caucasian  American,  and  Hispanic  American  patients,  respectively. 

Table  4.10 

Final  codes:  Cultural  issues,  African  American  patients 

Level  I Codes:  Illustrative  Examples  of  Codes: 

Personal  Knowledge  (T,C,  “They  know  me  when  I come  there." 

“They  (the  doctors)  just  come  in  like  she  said. . .you  are 
just  another  number. . you  know  your  concerns  are  not 


Table  4.  10-conlinucd 


Level  I Codes: 

Illustrative  Examples  of  Codes: 

Denial  of  Problcms/Equal 
Trcaimeni  (SR)ewIA 

"No  I haven’t  (seen  any  kind  of  problems)  and  I’ve  been 
there  a lot  of  times  for ’different  things  (two  patients). 

“Because  basically,  someone  may  be  different  from  me, 
eat  different  foods,  do  things  differently,  but  basically  we 

and  we  need  to  go  to  a doctor.  We  neccTthem  and  they 
take  care  of  us,' 

Provides  Explanations  (C. 

“And  with  my  blood  pressure  medicine  she  you  know 
broke  it  down  for  me.” 

“She  always  lets  you  know  what’s  up  when  you  gotta 
have  a papsmear  ..and  she  lets  you  know  what's  going 
to  happen  ” 

Need  For  Additional  Patient 
Education 

“It's  the  awareness  of  breast  cancer  that  we 
need. ..because  it  affects  more  Blacks.  It  affects  a lot  of 
women,  but  our  rates  are  higher.  I think  we  need  to  be 
educated  more  . ’cause  we  don’t  have  the  proper 
education  on  it.” 

"She  do  emphasize  safe  sex  a lot." 

"Education... put  a little  more  info  that  will  catch  our 
eyes. ..I’ve  been  in  there  ten  years  anddtey  always  have 

"We  need  AIDS  education...  Yeah  they  need  a BIG 
poster  on  AIDS" 

“Just  the  idea  understand  me  just  like  certain  people 
with  certain  differences  in  groups  and  stuff  send  little 
pamphlets  to  your  house  through  the  mail  that  you  have 
no  associations  with.  Like  certain  ailments,  certain 
pamphlets  to  your  house’  showing  you  certain  symptoms. 
Cause  most  black  men  are  scared  to  go  to  the  doctor 
and  get  a check  up.  We’re  not  goin'  to  get  a check  up 
unless  I think  I am  going  to  die. 

Need  for  Empathy 

Is  there  anything  else  doctors  could  do...?  "Spend  one 
day  in  my  shoes,  okay?" 

"It’s  their  empathy.  If  I'm  convinced  that  they’ve 
learned  how  to  put  themselves  in  the  patient's 
place.. .and  then  go  from  there." 

Level  1 Codes: 

Ulustralive  Examples  of  Codes: 

fissaasssassf*3*- 

fH?4|SS 

ataaaaat'iiii. 

aiSSsE*r 

— ~uaSe  Learn  ,o  relate  ,o  them 

mS"*0-"- 

SS^mm 

Resj^for  Patient’s 

"But  for  me  beinn  a Black  female,  don’t  take  for  eranted 
that  I don’t  know  what  I'm  talking  about " 

^S3?r«KaSSF-*' 

Level  II  Codes: 

iS.rS±».eWMake 

ass*,,. 

gg!iis§^ 

SStss- 

«®asr 

g£rSSSi“ 

gSgKsy- 

Racial  Similarity 

“I  would  like  to  have  a doctor  my  same  race  . ." 

issigssp?’ 

Simplified  Treatments 

Table  4.  10-continued. 


Level  11  Codes: 

Need  for  Community 

‘‘If  they  have  some  meetings  and  the  doctor  would  come 
into  Afro-American  neighborhoods  to  those  meetings. 
And  if  he  happened  to  be  interracial:  Chinese,  Japanese, 
White.  If  he  happened  to  be  one  of  those  people  and  he 
come  and  speak  to  the  people  and  see  how  they  react 
towards  him  I think  that  would  change  a whole  lot  of 

Straightforward  (T) 

“Doctors  have  to  be  real,  real  straight  people." 

Responsive  to  Needs, 
Follow-Up  (7) 

"They  are  good  and  1 can't  complain.  I can’t  say  nothing 
bad  about  that  place  they  have  helped  me  out  through 
my  disability  and  my  process.  They  were  the  rope  that 
pulled  me  out  so  that  1 could  live  my  life  the  way  I used 
to  live  it.” 

"They 'Call  you  that  next  day  to  find  out  just  how  you  are 

Sits  Down,  Takes  Time 

“They  sit  down  and  go  over  vour  history... If  you  stand 
up,  it  makes  me  feel  like  you  re  in  a hurry  to  get  out  but 
if  you're  going  to  sit  down  and  talk  to  me. . .everyone 
was  taking  their  time.. .to  me  that's  a big  deal.” 

u'  similar  or  identical  code  occurred  for  Hispanic  patients  for  same  topic 
CA  similar  or  identical  code  occurred  for  Caucasian  patients  for  same  topic 
T=  similar  or  identical  code  occurred  for  AA  in  trust  topic 
C=  similar  or  identical  code  occurred  for  AA  in  comfort  issues  topic 
SR=  similar  or  identical  code  occurred  for  AA  in  sensitivity  and  respect  topic 
Caucasian  American  Patients 


Table  4.1 1 presents  the  final  codes  and  illustrative  examples  of  codes  regarding 


cultural  issues  in  the  physician-patient  relationship  for  Caucasian  American  patients. 
Table  4. 11 

Final  codes:  Cultural  issues,  Caucasian  American  patients 


Level  I Codes:  Illustrative  Examples  of  Code: 


Common  Courtesy,  "Please  and  common  courtesy  go  a long  way." 
Respect,  Politeness  (C) 
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Table  4.1 1-conlinued. 


Level  I Codes: 

Illustrative  Examples  or  Codes 

Denial  of  Problems 
Equal  Treatment  (SR)  AAHA 

"I  haven’t  had  any  (problems  due  to  race  or  culture). 
Never  me.. .never  me,  either  ” 

“I’ve  never  had  any  problems.. .bouncing  back  and  forth 
between  races  or  ethnic  background... all  of ’em.’’ 

“1  don't  think  she  (the  doctor)  looks  at  it  (racial 
background)  either  you  know  she  just  looks  at  each 
patient  as  a person 

Diversity  as  a positive 
experience,  Able  to  discuss 

Need  for  Education  and 
Cultural  Awareness 

"WelL  I think  what  she  said  is  key.  You  have  to  find  out 

Gender  Problems  (Q 

“1  don’t  like  pap  smears  in  any  way  shape  or  form  from  a 
male  doctor. ." 

“I  was  very  comfortable  (with  a female  doctor).. .she  was 
so  much  different  than  a man  (more  gentle,  explained 
procedure)." 

£s?* 


IKS*— "*• 

3=pSHS*=s 
BSSKSSS5sfiaPr 


Level  1 Codes: 

Illustrative  Eutmples  of  Codes: 

Anrmntsln  1'C8allVe 

BSS* 

80  he 

3gg^K:ass&,fe” 

underaandEngfo!iU”,C  hC'P  f°r  ,h0Se 

iSS,TSE£5'*ia 

^^^asss?“*",rv* 

StSSfiSB!. 

ssssss^1 

3sMesaa!Sffiiai«r‘-‘* 

type  of  appointments  in  the  evening  or  24  hours* 

gSSgssa*- 

Level  I Codes: 

Illustrative  Examples  of  Codes: 

attsft&a&S y 

ss.srsv1-— ' 

W&^sissssr 
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groups  still  indicated  that  personal  knowledge  and  service,  sensitivity  to  financial 
concerns,  listening  skills,  providing  explanations,  and  demonstration  of  concern  were  all 
important  to  patients  A common  theme  for  African  American  patients  was  a denial  of 
problems  due  to  race.  On  the  other  hand,  several  African  American  women  felt  that  their 
weight  and  race  resulted  in  stereotypical  judgements  and  assessments  by  physicians. 
Patients  stated  that  physicians  ability  to  empathize  with  and  'walk  in  the  shoes’  of  patients 
was  especially  beneficial  to  the  demonstration  of  cultural  sensitivity.  Patients  also 
suggested  that  forms  were  often  too  complicated  and  simplified  treatments  were 
appreciated  African  American  patients  desired  additional  education,  especially  regarding 
AIDS  and  safe  sex. 

Caucasian  American  patients  tended  to  believe  that  the  clinics  were  well-integrated 
and  that  there  were  little  difficulties  in  physician-patient  relationships  due  to  racial 
differences  (Many  Caucasian  physicians  saw  physicians  from  various  cultural 
backgrounds).  Some  even  appreciated  the  diversity  and  thought  that  differences  actually 
added  to  the  relationship.  Caucasian  patients  disliked  physicians  who  came  across  as 
arrogant.  They  desired  an  equal  partnership  with  their  physician  and  mutual  input  in 
decision-making  Several  Caucasian  patients  also  recommended  that  physicians  be  trained 
in  cultural  differences,  socioeconomic  differences,  and  other  variations  of  life  experience 
that  significantly  impacted  their  patients'  lives. 

Hispanic  American  patients  presented  mixed  views  of  cultural  issues  in  their 
relationships  with  their  physicians.  Some  patients  reported  that  they  received  equal 
treatment  and  they  denied  difficulties  due  to  racial  or  cultural  differences  between 
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could  noi  access  or  were  denied  services  because  of  their  ethnic  or  socioeconomic  status. 
Much  of  this  discrimination  was  perceived  to  be  at  a systemic  (governmental)  level.  Many 
patients  also  reported  that  they  were  unable  to  access  needed  services,  such  as  after  hours 
care.  Too  few  doctors  were  available  to  provide  needed  care.  Finally,  language  barriers 
were  frequently  cited  as  a major  problem  between  Hispanic  American  patients  and  their 
physicians.  Interpreters  and  bilingual  staff  were  called  for.  Patients  reported  satisfaction 
with  physicians  attempts,  even  when  minor,  to  leant  Spanish  or  to  make  extra  efforts  to 
communicate  with  Spanish-speaking  patients. 

Descriptive  statistics  for  the  SRQ  are  presented  by  gender  and  ethnicity  in  Table 
4. 13.  In  order  to  determine  whether  or  not  gender  differences  existed  in  the  dependent 
measures  (trust,  comfort,  cultural  sensitivity)  a preliminary  MANOVA  was  performed  for 
each  cultural  group.  Trust,  comfort,  and  perceived  cultural  sensitivity  of  physician  served 
as  the  dependent  variable  with  patient  gender  as  the  independent  variable.  Results  of  the 
MANOVA  for  African  American  patients  revealed  statistically  significant  gender 
differences  [F(3,45)=7.84,  E<  005]  on  the  trust  score  [F(l,48>=5.99,  jK.Ol],  comfort 
score  [F(1,4S)=12.85,  p<  01),  and  the  cultural  sensitivity  composite  score  [F(I,48)=22.I9, 
E<005).  Results  of  the  MANOVA  performed  for  Caucasian  American  patients  showed 
no  significant  gender  differences  on  any  of  the  three  variables  [F(3,34)»23,  E<  87).  The 
results  of  the  MANOVA  conducted  for  Hispanic  American  patients  showed  no  significant 
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gender  differences  on  any  of  Ihe  three  variables  [E(3,36)=l  05,  p<  38j  As  gender 
differences  were  found  among  each  of  Ihe  three  predictor  variables  for  African  American 
patients,  further  analyses  were  conducted  separately  for  each  gender. 

Table  4. 13 


Table  4. 13-continued. 


■ Mean  of  responses  10  questions  4,5,6  and  9 of  the  SRQ  which  read:  4)  I feel  that  the 
doctor  who  treated  me  was  understanding  and  sensitive  to  my  unique  needs.  5)  I feet 
that  the  doctor  was  respectful  to  me  despite  our  racial  or  cultural  differences.  6)  My 
doctor  could  have  shown  more  concern  for  me  and  my  problems  (reverse  scored)  9)  1 
feel  that  my  doctor  is  comfortable  with  my  race  and  culture. 


For  Caucasian  American  patients  and  Hispanic  American  patients,  all  further  analyses  used 
the  combined  scores  of  both  genders. 

For  each  cultural  group,  Pearson  correlations  were  conducted  across  gender 
(Caucasian  and  Hispanic  patients)  or  separately  for  each  gender  (African  American 
patients)  to  determine  if  the  SRQ  variables  scores  for  trust  in  physician,  comfort  with 
physician,  and  cultural  sensitivity  of  physician  were  significantly  associated  with  patients' 


perceived  satisfaction  with  their  health  care.  These  Pearson  correlations  were  performed 
to  investigate  research  question  one  which  is  as  follows: 

(1)  Is  there  a relationship  between  patient's  reported  satisfaction  with  their  health 
care  and  each  of  the  following  variables:  a)  patients'  perceived  trust  in  their 
physician  b)  patients'  perceived  comfort  with  their  physician  and  d)  patients’ 
perceived  cultural  sensitivity  of  their  physician. 

For  African  American  patients,  the  Pearson  correlation  procedures  were  run 
separately  for  each  gender,  due  to  the  gender  differences  noted  above.  For  male  patients, 
significant  correlations  were  found  between  patient's  reported  satisfaction  with  their 
health  care  and  (a)  trust  in  physician,  n=3 1,  £=.62,  p<  005  and  (b)  comfort  with  physician, 
n=31,  £=.64,  p<  005  Perceived  cultural  sensitivity  of  physician  was  not  significantly 
correlated  with  patient  satisfaction  (n=3l,  £=.33,  b<073).  For  African  American  female 
patients,  significant  correlations  were  found  between  patient's  reported  satisfaction  with 
their  health  care  and  perceived  trust  in  physician  (n=20,  £=.84,  p<  005)  but  not  for 
perceived  comfort  with  physician  (n=20,  r=.39,  p<  10)  or  perceived  cultural  sensitivity  of 
physician  (a=20,  r=,37,  E<.  1 1). 

For  Caucasian  American  patients,  Pearson  correlations  were  conducted  across 
gender  (as  opposed  to  separately)  as  no  gender  differences  were  found  among  the 
predictor  variables.  Results  of  the  Pearson  correlation  procedures  showed  significant 
correlations  between  patients'  perceived  satisfaction  with  their  health  care  and  patients’ 
perceived  trust  in  their  physician  (n=37,  £=.84.  p<  01).  patients'  perceived  comfort  with 


their  physician  (n-37,  r=.83,  p<  01),  and  patients'  perceived  cultural  sensitivity  of  their 
physician (n=37,  r=.87, E<01). 

gender  as  well.  Results  of  the  correlation  procedures  showed  significant  correlations 
between  patients'  perceived  satisfaction  with  their  health  care  and  patients'  perceived  trust 
in  their  physician  (n=41,  r=  75,  g=<.01),  patients'  perceived  comfort  with  their  physician 
(a=4 1 , £=.67,  e<.01  ),  and  patients'  perceived  cultural  sensitivity  of  their  physicians  (n--t  1 , 
r=.53,  jyc.OI). 


A multivariate  analysis  of  variance  (MANOVA)  was  performed  to  answer  research 


trust  in  their  physician,  comfort  with  their  physician,  and  perceived  cultural 
sensitivity  of  their  physician  in  association  with  gender,  cultural  group,  and  the 
interaction  of  gender  and  cultural  group? 

In  this  MANOVA,  patients’  reported  satisfaction  with  their  health  care,  trust  in  physician, 
comfort  with  physician,  and  perceived  cultural  sensitivity  of  physician  were  the  dependent 
variables.  In  each  of  the  analyses,  higher  scores  indicate  less  reported  trust,  comfort, 
cultural  sensitivity,  or  patient  satisfaction  The  independent  variables  in  this  MANOVA 

of  this  MANOVA  showed  a significant  main  effect  for  cultural  group  (F(8,  232)=4.02, 
jK.001],  no  significant  main  effect  for  gender  [F(4,l  16):=2  04,  09),  and  a significant 

interaction  effect  for  cultural  group  and  gender  |E=(8,232)=2.00,  jj<.046],  The  follow-up 
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ANOVAs  showed  significant  differences  among  ethnic  groups  in  reported  trust 
IE(2,1I9)=8.2,  B<  01)  and  comfort  [F(2,1I9)=6.I9,  e<01],  but  not  patient  satisfaction 
[F(2,l  19)=3.36,  E<05).  The  results  of  the  follow-up  ANOVA  conducted  for  the  cultural 

[E(l,119)=4  50,e<.05).  This  interaction  is  plotted  in  Figure  I. 

differences  in  trust  and  comfort  existed  among  ethnic  groups,  as  indicated  by  the  main 
effect  for  cultural  group  in  the  multivariate  analysis.  Results  of  the  Bonferroni 

Caucasian  American  patients  (g<  03)  as  well  as  between  African  American  patients  and 
Hispanic  American  patients  (g<.001).  For  the  comfort  score,  follow-up  Bonferroni 

and  Hispanic  American  patients  (p<  002). 

to  examine  the  cultural  group  X gender  interaction  for  the  cultural  sensitivity  scores 
revealed  significant  differences  between  African  American  males  (mean=2.84)  and  African 
American  females [mean=1.51;  t(l,  49)=4.I6,  p<01].  Differences  in  perceived  cultural 

and  both  Hispanic  females  [mean=2.99;  t(l,  43)— 4.43,  -01)  and  Hispanic  males 
[mean=3. 1 ; t(l,35)=  -4.33,  p<  01]  These  gender  X cultural  group  interactions  are  plotted 
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Interaction  of  Ethnicity  and  Gender  for  Perceived  Cultural  Sensitivity 
A MANOVA  was  also  utilized  to  examine  research  question  three  which  is  as  follows: 

(3)  Are  there  differences  in  patients'  reported  satisfaction  with  their  health  care, 
trust  in  their  physician,  comfort  with  their  physician,  and  perceived  cultural 
sensitivity  of  their  physician  in  association  with  the  similarity  (or  difference) 
between  patients’  gender  and  cultural  group  and  the  gender  and  cultural  group  of 
the  patients'  physician. 

The  initial  intent  of  this  question  was  to  examine  whether  or  not  patients  who  were 
similar  to  their  physicians  in  both  gender  and  cultural  background  would  report  greater 
trust,  comfort,  satisfaction,  and  perceived  cultural  sensitivity.  After  some  data  collection, 
it  became  apparent  that  this  type  of  analysis  would  be  inappropriate  due  to  inadequate 
numbers  of  patients  in  some  of  the  possible  different  combinations  of  patients'  and 
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physicians'  gender  and  cultural  group.  For  example,  some  African  American  male  patients 
saw  Asian  American  female  physicians  while  some  Hispanic  female  patients  saw  Caucasian 
American  male  physicians,  etc.  This  diversity  of  combinations  resulted  in  a very  small 
sample  size  for  some  combinations  (such  as  Hispanic  female  patients  who  saw  African 
American  female  physicians).  Hence,  research  question  3 was  revised  so  as  to  focus  the 
question  on  whether  or  not  patients'  reported  trust,  comfort,  satisfaction,  and  perceived 
cultural  sensitivity  scores  would  differ  based  on  a)  whether  or  not  their  physician  was  of 
the  same  gender  b)  whether  or  not  their  physician  was  of  the  same  cultural  background 
and  c)  whether  there  was  some  interaction  of  similarity  in  gender  and  cultural  background 
between  physician  and  patient 

Fifty-five  of  the  patients  (63%)  reported  that  their  physician  was  of  the  same  sex, 
whereas  32  patients  (37%)  reported  seeing  physicians  of  the  opposite  sex.  Twenty-eight 
patients  (32%)  reported  seeing  physicians  who  were  of  the  same  cultural  background, 
whereas  59  patients  (68%)  saw  physicians  from  cultural  backgrounds  different  from  their 

In  the  MANOVA  performed  to  investigate  the  revised  research  question  3, 
patients’  reported  satisfaction  with  their  health  care,  perceived  trust  in  their  physician, 
perceived  comfort  with  their  physician,  and  perceived  cultural  sensitivity  of  their  physician 
were  the  dependent  variables.  The  independent  variables  were  the  gender  similarity  status 
(whether  the  gender  of  the  patient  was  the  same  as  the  gender  of  the  physician),  cultural 
similarity  status  (whether  the  cultural  background  of  the  patient  was  similar  to  the  cultural 
background  of  her  or  his  physician),  and  the  interaction  of  gender  similarity  status  with 
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cultural  similarity  status.  The  results  of  this  MANOVA  were  not  significant  for 
differences  in  gender  [E(4,80)=l.01,  u«.40],  cultural  background  [F(4,80)=g<  18,  e<  95], 
or  the  interaction  of  the  two  (F(4,80)=.78,  b<54].  This  finding  indicates  that  there  were 
no  differences  in  patients'  reported  trust  in  physician,  comfort  with  physician,  perceived 
cultural  sensitivity  of  physician,  and  patient  satisfaction  in  association  with  the  similarity  or 
difference  between  the  patients'  cultural  background  and  gender  and  the  cultural 
background  and  gender  of  his  or  her  physician. 


CHAPTER  V 
DISCUSSION 

This  study  identified  important  physician  behaviors  and  other  health  care  variables 
that  patients  from  diverse  cultural  backgrounds  perceive  as  being  essential  to  the 
development  and/or  demonstration  of  trust,  comfort,  and  cultural  sensitivity  in  physician- 
patient  relationships.  As  is  evident  from  the  summary  of  results  presented  in  the  preceding 
chapter,  there  was  a large  degree  of  similarity  in  the  themes  (codes)  that  emerged  from 
each  of  the  three  cultural  groups  who  participated  in  the  study,  especially  in  the  topic 
areas  of  patients’  perceived  trust  in  physician  and  patients’  perceived  comfort  with  their 
physician.  Despite  this  overlap  of  many  of  the  findings,  some  unique  themes  and  findings 
did  emerge  for  each  cultural  group  within  each  topic  area.  The  first  section  of  this  chapter 
discusses  both  the  unique  and  similar  findings  that  occurred  among  cultural  groups  and 
topic  areas  and  examines  possible  explanations  for  this  overlap  in  results.  The  second 
section  of  the  chapter  discusses  the  implications  of  the  findings  for  (a)  the  development  of 
trust  and  comfort  in  physician-patient  relationships  and  (b)  the  development  of  cultural 
sensitivity  and  resolution  of  other  cultural  issues  in  physician-patient  relationships.  The 
third  section  discusses  the  implications  of  the  study  for  physician  training.  The  fourth  and 
fifth  sections  present  the  implications  of  the  study  for  future  research  and  the  role  of 
psychologists  in  health  care.  The  sixth  section  discusses  the  limitations  of  the  present 
study.  This  section  is  followed  by  a brief  conclusion. 
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This  study  attempted  to  identify  specific  physician  behaviors  that  develop  or 
demonstrate  trust,  comfort,  and  cultural  sensitivity  in  physician-patient  relationships.  It 
was  hypothesized  at  the  onset  of  the  study  that  patients  would  be  able  to  identify  different 
or  unique  physician  behaviors  that  produce  trust  and  comfort  in  the  physician-patient 
relationship,  or  which  demonstrate  that  the  patient's  physician  is  sensitive  to  cultural 
differences  within  the  physician-patient  relationship.  In  addition,  it  was  hypothesized  that 
many  of  the  physician  behaviors  which  lead  to  the  development  of  these  characteristics  of 
physician-patient  relationships  would  he  different  for  African  American,  Caucasian 
American,  and  Hispanic  American  patients.  However,  as  is  evident  from  the  results 
(Tables  4. 1-4. 12),  the  focus  groups  produced  significant  overlap  in  responses  (codes) 
among  topic  areas  (trust,  comfort,  cultural  sensitivity,  cultural  issues)  and  across  cultural 
groups.  For  example,  many  codes  such  as  listening,  personalized/  individualized  service, 
physician  competence,  and  others  appeared  over  and  over  in  the  data  for  each  of  the  three 
cultural  groups,  despite  the  fact  that  some  responses  were  elicited  by  the  'trust'  question 
and  others  by  the  ‘cultural  sensitivity’  questions. 

Although  no  statistically-sophisticated  attempt  was  made  to  quantitatively  assess 
the  degree  of  overlap  between  the  results  produced  for  each  construct,  a thorough  review 
of  findings  indicated  that  approximately  50%  of  the  final  codes  for  the  'trust  in  physician’ 
topic  area  and  'comfort  with  physician'  topic  area  were  either  highly  similar  or  indeed 


identical  for  each  of  the  three  cultural  groups . Wider  variability  of  results  among  cultural 


groups  emerged  from  the  questions  regarding  cultural  sensitivity  and  cultural  issues  in  the 
physician-patient  relationship 

The  large  degree  of  overlap  among  the  themes  (codes)  which  emerged  from  the 
focus  groups  conducted  in  this  study  suggests  that  many  factors  which  underlie  the 
development  of  trust  and  comfort  in  physician-patient  relationships  are  similar  tor  patients 
from  each  of  the  three  culturally  different  groups  who  participated  in  this  study  At  the 
same  time,  the  unique  findings  which  emerged  for  each  group  of  patients  suggest  that 
some  variables  or  physician  behaviors  may  be  more  important  or  salient  for  one  particular 
cultural  group  of  patients.  The  presence  of  both  a)  a large  degree  of  similarity  in  findings 
among  cultural  groups  and  b)  unique  findings  among  cultural  groups  makes  sense  in  light 
of  prior  research  and  theory  regarding  the  role  of  culture  in  both  health  care  research  and 
health  care  delivery.  For  example,  Bemal,  Bonilla,  and  Betlido  (1995),  in  an  article 
addressing  cultural  sensitivity  in  research  design,  give  an  overview'  of  the  ‘universalist 
hypothesis'  and  the  ‘cultural  compatibility/particularist  hypothesis.’  Briefly,  they  state  that 
the  ‘universalist  hypothesis'  suggests  that  treatment  (or  other  health  care  variables)  should 

hypothesis,'  on  the  other  hand,  suggests  that  treatment  is  more  effective  when  it  is 
compatible  with  cultural  context,  values,  and  patterns.  These  different  hypotheses  are  also 
often  termed  the  ‘etic’  (within  a culture,  particularist)  or  the  ‘emic’  (outside  the 
culture-universalist)  approach.  These  authors  believe  that  neither  the  'etic'  nor  the  ‘emic' 
factors  involved  in  health  care  and  illness  can  be  neglected.  Both  must  be  taken  into 


consideration  when  conducting  research  or  implementing  programs  with  culturally  diverse 
populations 

The  findings  of  the  present  study  reinforce  the  ideas  of  Bernal,  Bonilla,  and  Bellido 
(I995)-some  factors  in  tiust,  comfort,  and  perceived  cultural  sensitivity  of  physicians 
appear  to  be  fairly  universal  (applicable  cross-culturally),  whereas  others  appear  more 
specific  to  each  culture.  Providers  must  acknowledge  and  constantly  be  aware  of  the 
existence  of  both  universal  variables,  attributes,  or  trails  which  exist  among  all  people 
while  at  the  same  time  assessing,  recognizing,  and  being  aware  of  those  variables  and 
conditions  which  may  vary  more  substantially  among  cultural  or  ethnic  groups.  In  the 
sections  of  the  discussion  that  follow,  an  attempt  is  made  to  distinguish  those  factors 
which  appear  to  be  most  universal  from  those  which  appear  to  be  more  particularist 
(culture-specific). 

Although  the  'universalist'/  ‘particularist’  dilemma  docs  appear  to  explain  the 
presence  of  both  similar  and  unique  findings  that  emerged  across  cultural  groups,  several 
other  plausible  explanations  do  exist.  First,  the  sample  of  patients  who  participated  in  the 
study  did  so  voluntarily.  In  addition,  participation  rates  were  very  low  and  the  researchers 
encountered  substantial  difficulty  recruiting  participants.  Thus,  patients  who  were  willing 
to  participate  in  the  study  may  have  possessed  common  characteristics  which  skewed 
responses.  Perhaps  those  patients  who  were  willing  to  participate  in  the  study  were  more 
similar  on  many  dimensions  as  compared  to  members  of  each  particular  cultural  group 
who  refused  to  participate  in  the  study.  There  is  some  likelihood  that  patients  who  differ 
extremely  from  the  majority  culture  would  also  feel  substantial  anxiety  and  hesitation  to 


participate  in  a study  such  as  this  one  Hence,  patients  who  may  be  ‘outliers’  in  opinion 
and  culture  would  be  unlikely  to  participate -resulting  in  greater  similarity  of  responses 
from  those  patients  who  did  participate-  Unfortunately,  acculturation  of  participants  in  the 
study  was  not  measured  and  thus  it  is  difficult  to  assess  the  likelihood  that  such  a sampling 
bias  occurred. 

The  method  of  analysis  utilized  in  the  study  may  have  also  increased  the  likelihood 
of  similar  findings  occurring  across  cultural  groups.  Due  to  limitations  of  resources,  one 
analyst  conducted  the  ‘constant  comparison’  as  detailed  in  the  Methods  section  of  this 
paper.  It  is  possible  that  the  analyst,  rather  than  allowing  themes  to  purely  ‘emerge’  from 
the  data,  ‘saw’  more  consistent  themes  than  another  analyst  may  have.  Ideally,  several 
analysts  could  be  engaged  to  review  the  data  and  confirm  the  final  system  of  codes 
developed  from  the  data. 

Trust  and  Comfort  in  Physician-Patient  Relationships 

As  noted  previously,  patients  from  each  of  the  three  cultural  groups  identified 
consistent  themes  of  physician  behavior  which  they  believed  were  fundamental  to  the 
development  of  trust  in  physician-patient  relationships.  This  consistency  across  cultural 
groups  seems  to  be  best  explained  by  the  ‘universality/particularist’  hypothesis.  In 
addition,  a brief  review  of  the  results  also  demonstrates  that  the  findings  for  ‘trust  in 
physician’  were  highly  consistent  with  those  themes  developed  in  the  topic  area  of 
‘comfort  with  physician.'  Several  hypotheses  may  explain  why  findings  were  so  consistent 
across  comfort  and  trust  areas.  First,  patients  in  the  focus  group  discussions  may  not  have 
made  strict  demarcations  between  the  concepts  of  trust  and  comfort,  despite  attempts  by 


the  moderators  to  ask  specific  questions  regarding  each.  Rather,  the  results  of  the  focus 
group  discussions  suggest  that  patients  appear  to  have  a larger,  overarching  concept  of 
'good  physician  behaviors'  and  ‘bad  physician  behaviors’  Patients  know  and  can  express 
what  they  think  is  a 'good  doctor'  and  what  they  think  is  a 'bad  doctor.  ’ Hence,  results 
suggest  that  many  of  the  same  physician  behaviors  or  attributes  appear  to  contribute  to 
both  trust  and  comfort  in  physician-patient  relationships. 

The  results  of  the  focus  groups  suggest  that  there  are  some  'universal'  physician 
behaviors  and  qualities  which  are  necessary  to  the  development  of  tmst  and  comfort  in 
physician-patient  relationships.  Specifically,  results  suggest  that  across  cultural  groups, 
patients  trust  physicians  who  are  competent,  listen  well,  demonstrate  concern  for  the 
patients,  respond  to  patients'  needs,  communicate  effectively  (honestly  and  directly,  in 
language  understandable  to  patients),  perform  thorough  examinations,  spend  sufficient 
time  with  the  patient,  and  who  know  the  patient  personally  and  treat  him  or  her  as  an 
individual.  Patients  also  trust  physicians  who  work  in  partnership  with  them,  who 
acknowledge  their  own  limitations,  and  who  explain  the  patient’s  condition  to  him  or  her 
and  what  the  physician  will  do  to  resolve  it. 

Results  particular  to  only  one  cultural  group  of  patients  were  very  limited  for  the 
tmst  topic  area.  However,  African  Americans  did  report  trusting  physicians  due  to  their 
position  of  authority.  Some  patients  reported  expecting  professional  behavior  (nice  dress, 
more  formal  encounters)  from  physicians,  while  still  expecting  physicians  to  'have  heart.' 
A few  patients  reported  trusting  physicians  who  were  aware  of  and  sensitive  to  their 
financial  situation  and  who  did  not  appear  overly  interested  in  money  A few  female 


patients  reported  trusting  female  physicians  more  than  male  physicians.  The  results  for 
Caucasian  American  patients  in  the  trust  area  were  encompassed  by  the  ‘universal’ 
findings  noted  above.  Hispanic  American  patients  results  were  also  generally 
encompassed  by  universal  findings.  However,  two  patients  reported  simply  that  they  did 
not  trust  their  physician.  Another  stated  that  a physician  has  to  nonverbally  portray 
confidence  in  order  to  gain  her  trust. 

The  findings  of  the  present  study  are  consistent  with  the  findings  of  prior  research 
and  commentary  by  Thom  and  Campbell  (1997),  Mechanic  (1996)  and  Lyons  (1994).  The 
Thom  and  Campbell  study  was  similar  to  this  one  in  that  the  researchers  asked  patients 
from  African  American,  Caucasian  American,  and  Hispanic  American  backgrounds  to 
identify  those  areas  which  developed  trust  in  physicians.  Their  qualitative  study  revealed 
nine  major  areas  which  patients  identified  as  important  to  trust:  thoroughness, 
understanding  of  individual  experiences,  caring  and  concern,  appropriate  and  effective 
treatment,  communication  (clearly  and  completely),  partnership/power  sharing,  honesty 
and  respect  for  patients,  and  predisposing  factors  such  as  age,  gender,  education,  etc. 

Each  of  these  areas  were  also  identified  by  patients  in  the  present  study . 

Hence,  the  results  of  the  present  study  replicate  and  extend  prior  research  to  a different 
population,  namely  multicultural  family  practice  who  attend  subsidized  community  clinics. 
It  would  appear  that  many  of  the  most  important  physician  behaviors  and  attributes  that 
inspire  trust  have  been  identified. 

Regarding  patients’  comfort  with  their  physicians,  themes  emerged  that  were 
highly  consistent  with  those  that  were  developed  for  trust  in  physician.  Some  of  these 


'universal'  Iheraes  included  behaviors  such  as  listening  well,  asking  appropriate  questions, 
taking  time  with  patients,  communicating  in  understandable  language,  demonstrating 
concern,  knowing  the  patient  personally,  being  pleasant  and  kind,  behaving  competently 
and  professionally,  and  making  extra  efforts  and  follow-up.  Patients  reported  more 
comfort  with  physicians  that  they  perceived  as  being  sensitive  to  and  helpful  with  financial 
difficulties,  inability  to  pay,  etc. 

Some  results  were  more  specific  (particular)  to  one  cultural  group  as  opposed  to 
the  others.  For  example,  African  American  patients  reported  that  perceived  rude 
treatment,  lack  of  professionalism,  looking  down  on  the  patient,'  change  of  physician 
(lack  of  continuity),  and  crowded  clinics  all  resulted  in  less  perceived  comfort  with  their 
physician.  Inability  to  pay  for  or  receive  services  was  related  to  discomfort  by  a few 
patients  Respecting  patients  privacy  (discretion  while  patients  disrobed,  etc.),  pleasant 
greetings,  extra  efforts  and  follow-up,  and  relating  well  with  children  reportedly  increased 
patients’  perceived  comfort.  Many  female  African  American  patients  reported  strong 
desire  for  female  physicians-others  denied  that  differences  in  cultural  background  between 

In  addition  to  the  ’universal'  themes,  Caucasian  American  patients  stated  they 
were  more  comfortable  with  physicians  who  valued  the  knowledge  of  patients,  did  not 


Hispanic  American  patients  focused  on  communication  issues.  They  were  most 
comfortable  when  physicians  either  understood  and  spoke  Spanish  or  when  adequate 
translation  services  were  available.  Some  patients  were  uncomfortable  with  translators 
and  felt  that  translators  did  not  adequately  express  the  patient's  concerns  to  the  physician. 
Patients  perceived  some  favoritism  in  service  (other  people  'going  first’)  which  led  to 
discomfort. 

The  results  of  the  focus  groups  regarding  comfort  with  physician  are  important  as 
no  prior  research  has  examined  variables  which  lead  to  greater  patient  comfort  with 
physicians,  especially  for  multicultural  patients.  The  results  of  the  present  study  once 
again  indicate  that  both  ‘universal'  and  culture-specific  behaviors  and  variables  contribute 
to  patients’  comfort  in  interactions  with  the  physician.  Many  of  these  behaviors  overlap 
with  those  that  reportedly  facilitate  trust  in  physician. 

In  relation  to  comfort  and  trust,  the  results  of  the  SRQ  portion  of  the  study 
suggest  that  patients'  reported  trust  and  comfort  may  be  associated  with  important 
outcomes  such  as  patient  satisfaction.  Patients'  reported  trust  in  their  physician  was 
positively  correlated  with  their  reported  satisfaction  with  health  care  for  all  groups  which 
participated  in  the  study-comfort  was  positively  associated  with  patient  satisfaction  for 
Caucasian  American  patients,  Hispanic  American  patients,  and  African  American  males 
Due  to  the  small  sample  size  and  the  unknown  stattstical  properties  of  the  SRQ,  these 
findings  must  be  viewed  as  preliminary. 


different  cultural  groups.  African  American  females  reported  more  trust  and  comfort,  i 


compared  10  Hispanic  males  and  Hispanic  females.  Indeed,  Hispanic  American  patients 
reported  the  least  trust  and  comfort  of  any  of  the  three  groups.  If  future  research 
corroborates  these  findings,  specific  emphasis  and  or  programming  is  needed  to  improve 
trust  and  comfort  among  this  population. 

Cultural  Sensitivity  and  Cultural  Issues 

As  mentioned  above,  the  results  of  the  present  study  present  both  universal  and 
particular  findings  which  are  important  in  the  development  and  demonstration  of  cultural 
sensitivity  in  physician-patient  relationships  and  health  care  provision.  The  results  of  focus 
groups  conducted  for  each  of  the  three  cultural  groups  of  patients  indicate  that  the 
following  are  universal  themes  and  characteristics  which  demonstrate  respect  and 
sensitivity  to  patients  from  diverse  cultural  backgrounds;  listening  well  and  asking 
questions,  taking  time  with  patients,  explaining  procedures  and  problems,  responding  to 
patients’  needs,  demonstrating  concern,  providing  individualizcd/pcrsonal  service,  being 
sensitive  to  and  helpful  with  patients'  financial  difficulties,  conducting  thorough 
examinations,  communicating  honestly  in  understandable  language,  and  performing 
effectively  and  competently. 

In  addition  to  these  universal  behaviors  and  variables,  many  particular  themes 
emerged  for  each  cultural  group.  Many  African  American  patients  reported  positive 
interaction  with  physicians  of  various  cultural  backgrounds.  Many  felt  that  physicians 
were  focused  on  treating  patients  effectively  and  that  physicians  treated  all  patients  equally 
and  made  extra  efforts  to  help  patients  Not  all  comments  were  positive  however  Several 
patients  reported  suspicion  that  they  were  or  could  be  treated  as  'guinea  pigs’  at  some 


eir treatment.  They’ 


knowledge.  The  expression  of  distrust  by  many  African  American  patients  is  not 
surprising  given  past  historical  incidents  such  as  the  Tuskeegee  Syphilis  Study  (Cooley  & 
Jennings-Dozier,  1998,  Thomas  & Quinn,  1991;  Talons,  1998;  Corbie-Smith,  1999).  This 
concern  was  noted  by  several  patients  in  different  African  American  focus  groups-the 
same  concern  was  not  voiced  by  either  Caucasian  American  patients  or  Hispanic  American 
patients.  It  is  also  important  to  note,  however,  that  both  African  American  males  and 
females  also  reported  difficulties  with  African  American  male  physicians,  Multiple  patients 
reported  that  African  American  male  physicians  came  across  as  arrogant  and  disrespectful 

investigated  in  the  current  medical  literature. 

African  American  patients,  both  male  and  female,  also  desired  that  physicians  be 
aware  and  knowledgeable  of  their  specific  health  concerns,  such  as  high  blood  pressure. 


Each  of  these  findings  have  been  detailed  by  other  authors  as  important  parts  of  cultural 

Yasko,  1995;  Ferguson  el  al , 1998)  Demonstration  of  empathy  was  also  reported  as 
highly  significant  in  the  demonstration  of  cultural  sensitivity.  Patients  desired  physicians 


150 


1S1 


As  noted  with  both  African  American  and  Hispanic  American  patients,  Caucasian 
patients  also  repotted  that  communication  difficulties  were  also  present.  Some  indicated 
that  physicians  could  not  communicate  effectively  in  non-medical  jargon,  some  were  not 
fluent  enough  in  English  to  be  effective,  and  some  physicians  did  not  provide  patients  with 
as  much  information  as  they  desired  Although  Caucasian  patients  typically  reported  good 
experiences,  they  also  felt  there  was  a need  for  physicians  to  be  educated  about  poverty, 
socioeconomic  issues,  and  cultural  differences  Lack  of  eye-contact  from  one  non- 
majority  physician  was  noted  and  dissatisfied  some  Caucasian  American  patients  Women 
typically  wanted  to  see  a female  physician  for  gynecological  problems  and  exams.  Many 

concerns  of  patients-physicians  did  not  realize  how  difficult  it  was  for  patients  to  access 
or  afford  services.  Finally,  many  patients  complained  of  physician  arrogance.  Patients  had 
difficulty  with  physicians  who  came  across  as  ‘better  than  us.' 

The  results  suggest  that  Hispanic  American  patients  tended  to  have  the  most 
culturally  related  difficulties  with  their  physicians.  As  noted  pervasively  in  the  literature 
(Baker,  Hayes,  & Fortier.  1998;  Burk  et  al„  1995;  Bates  et  al„  1997),  language 

American  patients.  Some  patients  remarked  that  translation  services  worked  quite  well. 


i (Rothschild,  1998). 
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him  or  her,  and  that  he  or  she  was  sensitive  and  respectful.  This  finding  was  also  true  of 
African  American  males,  but  the  mean  results  were  significantly  lower,  suggesting  that 
African  American  men  do  not  perceive  their  physicians  to  be  as  culturally  sensitive  as  do 
African  American  women.  Low  perceived  cultural-sensitivity  of  providers  may  even 
further  lessen  the  likelihood  that  African  American  men  will  receive  the  care  they  need  as 
both  African  American  men  and  African  American  women  described  an  extreme 
reluctance  on  the  part  of  African  American  men  to  seek  treatment.  It  is  also  important  to 
note,  however,  that  Hispanic  American  men  and  women  reported  the  lowest  perceived 
cultural  sensitivity  of  all  patients,  although  this  difference  was  only  statistically  significant 
in  relation  to  African  American  females.  This  finding  does  suggest,  however,  that  there 
significant  gains  in  treating  Hispanic  American  patients  with  cultural  sensitivity  remain  to 
be  made. 

The  results  of  the  SRQ  also  indicated  that  there  were  not  differences  in  patients' 
reported  trust,  comfort,  or  cultural  sensitivity  ratings  in  association  with  the  gender  and 
race  of  the  physician-meaning  patients  were  similarly  satisfied  whether  or  not  they  saw  a 
physician  of  the  same  gender  or  cultural  background  as  themselves.  This  finding  suggests 
that  physicians  may  perform  effectively  with  patients  from  a variety  of  cultural 
backgrounds  different  from  their  own.  This  result  must  be  viewed  cautiously,  however,  to 
the  low  numbers  of  patients  who  participated  from  each  cultural  group. 

Implications  for  Physician  T raining 

The  results  of  the  present  study  have  important  implications  for  physician  training 
in  the  areas  of  trust,  comfort,  and  cultural  sensitivity.  Physicians  have  recognized  the 


of  trust  in  physicia 
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an-patient  relationships  for  years,  yet  investigators  have  only 
recently  begun  to  empirically  identify  those  physician  behaviors  which  create  trust.  More 
recently,  medical  professionals  have  noted  a need  to  develop  training  programs  which 
teach  cultural  sensitivity  and  which  can  address  some  of  the  cultural  issues  that  occur  in 
health  care  delivery.  This  study  both  reinforces  and  extends  the  findings  of  prior  studies  in 
each  of  these  areas. 

The  themes  which  emerged  in  this  study  provide  a significant  framework  for 
training  programs.  Physicians  and  physicians  in  training  need  to  be  made  aware  of  both 
the  universal  and  particular  variables  which  will  enable  them  to  promote  trust  and  comfort 
and  demonstrate  cultural  sensitivity  in  their  relationships  with  their  patients.  The  results  of 
this  study  also  suggest  that  the  development  of  these  •universal’  and  'particular'  behaviors 
and  skills  will  likely  increase  patients'  satisfaction  with  their  physician.  Physician  training 
programs  that  focus  on  interpersonal  skills  will  likely  produce  physicians  who  are  more 

Physicians  must  not  only  manifest  the  general  skills  required  of  any  effective 

but  must  also  be  aware  of  and  sensitive  to  financial  concerns  of  patients,  racial 
stereotypes,  instances  of  discrimination,  and  language  preferences.  Physicians  must  be 
knowledgeable  and  attuned  to  the  specific  concerns  of  patients  from  different 
backgrounds.  For  example,  concerns  about  language,  translators,  and  discrimination  in 
regard  to  access  to  health  care  services  were  especially  common  among  Hispanic 
American  patients,  whereas  stereotypes  about  weight  were  most  common  among  African 
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(such  as  prevalence  of  AIDS  or  cancer,  high  blood  pressure,  etc.)  is  known  and  needs  to 
be  incorporated  into  training  courses.  Physicians  need  to  be  educated  about  those 
universal  behaviors  which  seem  to  be  beneficial  across  cultures,  while  at  the  same  time 
recognizing  and  being  aware  of  those  'particulars’  which  vary  widely  among  patients  from 
different  cultural  backgrounds,  and  furthermore,  which  may  vary  widely  within  a cultural 
group.  Indeed,  it  appears  that  the  essence  of  cultural  sensitivity  is  the  ability  to  practice 
universal  skills  and  qualities  in  concert  with  those  needed  for  a particular  patient  who 
comes  from  a specific  cultural  group 

The  results  of  this  study  suggest  that  (a)  some  physician  behaviors  influential  in  the 
development  of  trust  and  comfort  in  physician-patient  relationships  are  consistent  among 
cultural  groups  and  (b)  the  same  behaviors  create  comfort  in  physician-patient 
relationships.  In  addition  to  these  universal  behaviors,  the  results  of  the  study  also  suggest 
that  there  are  some  unique,  culture-specific  behaviors  and  characteristics  which  physicians 
must  develop  in  order  to  be  culturally  sensitive  providers.  Due  to  the  nature  of  this 
exploratory,  qualitative  study,  future  research  is  needed  which  can  statistically  replicate 

to  also  examine  whether  or  not  'trust'  and  'comfort'  are  simply  portions  of  larger,  higher- 
order  constructs  of  a 'good  physician'  or  ‘bad  physician.' 

In  addition,  although  a large  degree  of  overlap  or  consistency  was  found  among 


relative  importance  of  each  identified  physician  behavior  (code)  for  each  cultural  group 
For  example,  although  patients  from  all  groups  may  have  reported  that  ‘competency’  is 
important  to  trusting  physicians,  it  is  possible  that  ‘competency’  is  much  more  salient  and 
important  for  one  cultural  group  of  patients  as  opposed  to  another.  Future  quantitative  or 
survey  design  studies  could  assist  in  clarifying  the  relative  significance  of  each  physician 
behavior  (code)  for  each  cultural  group.  Those  behaviors  which  appear  to  be  most 
important  or  fundamental  for  each  cultural  group  could  then  be  emphasized  in  physician 
training  sessions. 

Future  research  is  also  needed  to  examine  the  association  of  trust,  comfort,  and 
cultural  sensitivity  to  important  outcome  variables.  Although  this  study  did  examine  the 
relationship  of  trust,  comfort,  and  cultural  sensitivity  to  patient  satisfaction,  the  method 
utilized  consisted  of  a brief  instrument  which  had  not  been  subjected  to  rigorous 
assessments  of  the  instrument's  reliability  and  validity.  Therefore,  conclusions  made 
regarding  these  findings  must  be  viewed  cautiously.  Future  research  utilizing  well- 
developed  and  validated  instruments,  and  a large  sample  size  is  needed  to  replicate  and 
verify  these  findings.  Future  research  is  also  needed  to  examine  the  relationship  of  trust, 
comfort,  and  cultural  sensitivity  with  other  important  outcome  measures  such  as  treatment 
adherence,  patients'  quality  of  life,  or  appointment  keeping,  and  other  important 
psychological  or  medical  outcomes  variables. 

Implications  for  Psychologists 

The  results  of  this  study  suggest  that  many  important  interpersonal  variables  often 
impact  the  nature  of  the  physician-patient  relationship.  Indeed,  the  majority  of  themes 


presented  by  patients  revolved  around  interpersonally-oriented  physician  behaviors  such  as 
listening,  asking  questions,  demonstrating  concern,  communicating  effectively  and  so 
forth.  Unfortunately,  these  skills  are  often  underemphasiaed  in  medical  training  (Cohen  & 
Bishop,  199S;  Greenlick,  1995).  Physicians  may  receive  eight  of  more  years  of  intensive 
medical  training  while  receiving  mere  hours  of  training  in  the  sociocultural  and 
interpersonal  aspects  of  health  care  delivery.  In  addition,  very  few  receive  any  substantial 
training  in  working  with  culturally  diverse  populations  (Lum  & Korenman,  1994). 
Although  many  physicians  may  be  experts  in  the  biological  and  medical  sciences,  many 
authors  believe  that  similar  expertise  in  those  interpersonal  skills  and  abilities  needed  to 
effectively  work  with  individuals  Horn  diverse  cultural  backgrounds  is  often  lacking  (Lum 
& Korenman,  1994;  Cohen  & Bishop,  1995). 

This  study  suggests  that  physician  training  in  both  interpersonal  skills  and  cultural 
issues  in  health  care  may  significantly  improve  the  physician-patient  relationship  for 
culturally  diverse  patients  Psychologists  may  be  uniquely  qualified  to  fill  this  niche  in  the 
health  care  arena  due  to  their  expertise  in  communication,  listening  skills,  and 
interpersonal  relationships.  In  addition,  most  doctoral-level  psychology  programs 
currently  train  psychologists  to  be  competent  in  developing  relationships  with  individuals 
from  various  cultural  backgrounds.  Expertise  in  both  of  these  areas  uniquely  qualifies 
psychologists  to  be  effective  consultants,  trainers,  and  teachers  of  those  interpersonal  and 
social  skills  which  appear  to  be  vitally  important  for  the  effective  delivery  of  health  care 
services  to  culturally  diverse  populations. 
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Limitations  of  the  Study 

Several  limitations  of  the  present  study  limit  and  quality  the  results  thereof.  First, 
the  research  team  encountered  numerous  obstacles  regarding  patient  recruitment  and 
participation  which  may  have  resulted  in  sampling  bias  Although  initial  attempts  were 
made  to  recruit  a random  sample,  the  nature  of  the  final  sample  was  obviously  not 
random,  due  to  the  various  means  by  which  patients  were  recruited  (posters,  mail-outs, 
snowball  technique).  It  is  possible  that  a subgroup  of  participants,  not  representative  of 
the  patient  population  as  a whole,  was  recruited  due  to  these  different  sampling 
techniques.  Thus,  the  results  and  codes  developed  from  the  focus  group  transcripts  may 
not  be  comprehensive  or  representative  of  those  views  which  exist  among  the  population 
of  patients  at  the  primary  care  clinics  represented  in  this  research.  It  is  possible  and 
perhaps  probable  that  patients  who  had  extremely  negative  experiences  at  the  clinics 
would  have  been  much  less  likely  to  participate  in  the  study. 

By  design,  patients  who  participated  in  the  study  were  from  predominantly  lower 
socioeconomic  groups  of  patients  who  attended  mostly  rural  family  practice  clinics. 

Hence,  results  of  this  study  may  not  generalize  to  other  groups  of  patients  from  different 
socioeconomic,  geographical,  cultural  backgrounds,  or  patient  populations.  In  addition, 
the  Hispanic  American  and  African  American  patients  in  the  study  likely  differ  in  the 
degree  to  which  they  have  incorporated  the  values  of  or  become  accuiturated  to  the 
‘majority'  culture.  Although  patients,  on  average,  had  lived  for  extensive  amounts  of  time 
in  North  Florida,  length  of  time  living  in  a geographical  region  docs  not  equate  with 
degree  of  acculturation.  In  addition,  the  term  'Hispanic'  is  utilized  for  a wide  range  of 
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persons.  Puerto  Rican  Americans  and  Mexican  Americans  comprised  the  present  sample. 
Degree  of  acculturation  as  well  as  the  specific  cultural  background  of  both  the  Hispanic 

study  with  those  more  or  less  acculturated  preferring  different  physician  behaviors. 

Further  research,  perhaps  of  a similar  design,  is  needed  in  order  to  verify  the  extent  to 
which  the  findings  presented  in  this  study  represent  the  opinions  and  perceptions  of  those 
of  other  groups  of  ethnically  and  racially  diverse  patients  from  different  socioeconomic 
levels  or  those  with  differing  degrees  of  acculturation. 

Although  the  representativeness  of  the  sample  population  does  call  into  question 
some  of  the  findings,  this  problem  typifies  research  designed  to  examine  culture  issues  and 

lengths  in  their  attempts  to  obtain  a random  sample  of  patients  and  to  be  culturally 
sensitive  in  their  attempts  to  recruit  patients.  Individuals  from  minority  communities  were 
involved  in  all  stages  of  the  project,  as  suggested  by  numerous  authors.  Attempts  were 
made  to  overcome  suspicions,  lack  of  understanding,  and  other  impediments  which  may 
have  decreased  the  likelihood  that  patients  would  be  willing  to  participate  in  the  study. 
Despite  these  attempts,  the  researchers  had  extreme  difficulty  obtaining  an  appropriate 
i recruiting  culturally  diverse  patients  is 


nple  of  culturally  div 


Difficulty  in 


understand  and  develop  insight  into  cultural  differences  when  some  of  these  differences 
may  indeed  impede  the  actual  undertaking  of  studies  designed  to  resolve  this  issue. 

The  small  sample  size  utilized  in  the  study  also  limits  the  reliability  of  the  findings. 
Experts  in  qualitative  research  recommend  obtaining  ‘saturation'  through  the  use  of 
interviews,  focus  groups,  etc.  In  this  study,  due  to  lack  of  funds  and  limited  resources, 
saturation  may  not  have  been  reached.  It  is  possible  that  additional  focus  groups  may 
have  revealed  other  important  variables  which  did  not  come  to  light  in  this  investigation 
However,  it  is  important  to  note  that  this  study  consisted  of  far  more  focus  groups  than  is 
typically  utilized  in  the  medical  literature.  The  small  sample  size  also  limits  the  reliability 
of  the  results  which  utilized  the  supplementary  response  questionnaire.  Studies  which 
involve  a significantly  larger  number  of  patients  arc  required  to  verify  the  reliability  of  the 
present  findings 

Another  limitation  of  the  study  involves  the  method  of  analysis  used.  Due  to 
financial,  time,  and  other  constraints,  the  author  coded  each  of  the  focus  group  transcripts. 
Obviously,  it  is  preferable  to  have  more  than  one  ‘coder'  in  order  to  assess  the  degree  of 
agreement  between  coders.  It  is  possible  that  additional  coders  may  have  developed 
categories  which  were  somewhat  different  than  those  presented  here. 

Finally,  this  study  did  not  attempt  to  predict  various  outcomes  based  on  the 
findings  of  the  qualitative  portion  of  the  study.  Future  sophisticated  quantitative  research 
is  needed  to  examine  the  relationships  among  the  three  variables  of  interest  in  the  study 
(trust,  comfort,  and  cultural  sensitivity)  as  well  as  to  clarify  the  relationship  that  these 
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variables  may  have  with  important  outcome  variables  such  as  treatment  adherence  or 
health  status. 

Conclusions 

This  study  identified  numerous  physician  behaviors  and  other  variables  which 
patients  from  diverse  cultural-backgrounds  perceive  as  being  fimdamental  to  the  (a)  the 
development  of  trust  in  physicians,  (b)  the  development  of  comfort  with  physicians,  and 
(c)  the  demonstration  of  cultural  sensitivity  by  practicing  physicians.  Although  physician1  s 
medical  knowledge  and  competence  were  valued  in  each  of  these  three  areas,  many  of  the 
most  prominent  themes  which  emerged  from  the  focus  group  discussions  involved 
interpersonal  behavior  such  as  listening,  communicating,  and  attending  to  patients 
Although  some  of  these  behaviors  were  consistent  across  groups,  and  therefore  appear  to 
be  fairly  universal,  there  were  nevertheless  themes  that  were  particularly  salient  and 
important  for  one  cultural  group  as  compared  to  the  others.  In  order  to  develop  effective 
working  relationships  with  patients  from  diverse  cultural  backgrounds,  physicians  must  be 
able  to  not  only  perform  'universal'  behaviors  such  as  listening  and  communicating 
effectively-they  must  also  be  aware  of  those  variables  and  desired  behaviors  which  arc  of 
particular  significance  for  each  culturally-differcnt  group  of  patients  whom  they  treat. 
Psychologists  can  perform  an  important  role  in  health  care  delivery  to  culturally  diverse 
populations  through  their  expertise  in  both  interpersonal  communication  and  cultural 
diversity  Implementation  of  training  programs  designed  to  increase  physicians'  ability  to 
interact  effectively  with  culturally  diverse  patient  populations  would  likely  result  in  more 


effective 


APPENDIX  A 

FOCUS  GROUP  QUESTIONING  ROUTE 


Opening  Question: 


do  in  your  spare  lime... 

Apjroxima.lelimeS  minules 

IPWdHgWra.Qijgai.QIiS. 

When  you  think  of  the  medical  clinic  that  you  attend. ...what  first  comes  to 
your  mind?  (You  may  want  to  specify  clinic  ..i.e.  the  Hastings  clinic,  the  Eastside 
Clinic  etc.) 


Let’s  talk  about  the  clinic  for  a few  minutes — what  about  the  clinic’s  physical 
characteristics  or  physical  environment  makes  you  feel  comfortable  and 
welcome? 

Approximate  time:  5 minutes 

(Note:  If  patients  have  difficulty  understanding  this  question  after  a minute  or 
two,  or  if  they  ask  ‘what  do  you  mean',  then  say  something  like,  well  you  know 
the  building,  the  lobby  etc , but  avoid  giving  anything  more  specific  information) 

What  about  the  clinic's  physical  characteristics  or  physical  environment 


Approximate  time  5 minutes 

What  could  the  clinic  do  to  the  building,  waiting  room,  lobby,  examination 
rooms  etc.  to  make  (Hispanic/Latino,  African  American)  patients  like 


Approximate. time.  .5.  minutes 
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Key'  Focuses/Core  Questions: 

How  about  your  doctor....what  does  he  or  she  do  that  makes  you  fed 
comfortable?  (Followed  after  by)  What  does  he  or  she  do  that  makes  you 
uncomfortable? 

NOTE  . If  patients  say  something  to  the  effect  that  T do  not  see  a doctor'  then  say, 
'Well,  think  about  the  person  you  see  for  most  of  your  care,  not  the  nurse,  bui  the 
one  who  prescribes  medication'  ora  similar  explanation  until  it  is  clear  that  we 
mean  'primary  health  care  provider.' 

Approximate  Time  10-15  minutes 

BREAK:  S-10  MINUTES! 

Say  something  to  the  effect  that,  “Before  the  break,  we  were  discussing  your 
doctors.... lets  get  back  to  that  topic...",  then  move  into  the  next  question. 

What  makes  you  trust  your  doctor?  What  could  he  or  she  do  to  make  you 
trust  him  or  her  more? 

Is  your  doctor  sensitive  and  respectful  to  you  and  your  unique  needs?  If  so, 
what  specific  things  does  he  or  she  do  to  make  you  feel  this  way? 

What  could  he  or  she  do  to  show  you  more  respect  and  be  more  sensitive  to 
your  needs? 

Approximate  Time:  S-10  minutes 

Finally,  sometimes  doctors  and  patients  differ  in  terms  of  background,  for 
instance  racial,  language  or  social  background  arc  often  different.....Does  this 
ever  cause  a problem  in  your  relationship  with  your  doctor?  If  so  how? 

What  could  your  provider  do  to  show  that  he  or  she  is  sensitive  to  your  needs 
and  is  respectful  of  you  as  an  African  (Hispanic/Latino)  American? 

What  can  doctors  do  to  become  better  at  helping  patients  from  your  racial, 
language  or  cultural  background? 

Approximate  Time:  20  minutes 

Final  Question: 


Is  there  anything  that  we  have  missed  that  you  think  we  should  know  before 


APPENDIX  B 

PATIENT  DEMOGRAPHIC  DATA  QUESTIONNAIRE 


Other  (please  de! 
lal  Siaius:  (Check  One) 


Highest  level  of  education  attained 


(Check  One) 


Middle/Junior  High  School 
High  School 

Some  College/Technical  School 
College  Graduate 


One) 


Number  of  visits  to  this  medical  clinic  in  the  past  12  months  (approximately): 
Number  of  years  you  have  lived  in  this  community:  
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APPENDIX  C 

SUPPLEMENTARY  RESPONSE  QUESTIONNAIRE  (SRQ) 
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